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Gallavresi, L.: The Roentgenological Study of 
Changes in the Temporomandibular Articular 
Interline (Studio radiologico di alterazioni dell’ 
interlinea articolare temporo-mascellare). Radiol. 
med., 1934, XXi, 35. 


The author believes that in the roentgenological 
study of the temporomandibular region it is best to 
{ise both Koehler’s position and a sagittal projection 
through the articular interline. He discusses the 
technique of these projections, shows them by 
roentgenograms, and cites clinical cases showing 
their value in clearing up the diagnosis of obscure 
lesions of the pharynx, head, and sinuses. 

EuGENE T. LeEppy, M.D. 


EYE 


Duggan, W. F.: Visual Results in Cases of Intra- 
Ocular Foreign Body; A Study of 270 Cases. 
Arch. Ophth., 1933, x, 768. 


In 1932 Kiehle stated that of most importance in 
every case of intra-ocular foreign body are the degree 
of vision retained and the length of time the foreign 
body was present in the eye. He said that an esti- 
mate of vision six months after the injury is not 
significant; that light perception or vision of fingers 
at a few feet is nothing of which to boast; and that 
he longer the period of time elapsing after removal 
of the foreign body, the greater the diminution of 
vision. He concluded that the final estimate of dis- 
ability should be delayed at least two years, and 
that the patient should be re-examined periodically. 

Duggan reports the visual results in 270 cases of 
intra-ocular foreign body from the private practice 
of Arnold Knapp previous to 1920 and the Herman 
Knapp Memorial Eye Hospital, New York, in the 
period from January, 1920 to December, 1931, in- 
clusive. One year was taken as the minimum follow- 
up period of the definitive series, because if two 
years had been chosen the number of available 
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cases would have been reduced by 50 per cent. ‘Two 
hundred and sixty-one of the patients were males. 
The extreme limits of time during which the foreign 
body was in the eye before removal were two hours 
and twenty years. In the discussion the cases are 
divided into 8 groups as follows: 

Group 1. Cases in which the patient was followed 
up less than one year after the removal of the foreign 
body. In this group there were 175 cases in which 
the patient was followed up for from one week to ten 
and a half months. However, when the foreign body 
had remained in the eye for more than four months 
it had probably caused sufficient degeneration to 
render the true visual results unobtainable. In 16 
cases the foreign body had been in the eye for from 
four months to twenty years. Of these, vision was 
less than 20/200 in 62.5 per cent, 20/200 in 12.5 per 
cent, 20/20 in 18 per cent, and unrecorded in 6.3 
per cent. In the 159 other cases there were 38 
enucleations. Of the remaining 121 cases, vision was 
lost in 9.1 per cent, less than 20/200 in 23.1 per cent, 
from 20/200 to 20/50 in 14.9 per cent, from 20/40 to 
20/30 in 19 per cent, 20/20 in 19 per cent, and not 
recorded in 14.9 per cent. The complications in 
cluded cataract in 18 cases, aphacia in 27, secondary 
membrane in 5, detachment of the retina in 8, 
vitreous exudate in 16, siderosis in 1, a scleral 
wound in 23, and phthisis in 8. 

Group 2. Cases in which the patient was followed 
up for one year or longer after removal of the foreign 
body. In this group there were 53 cases. In 1o, the 
foreign body was in the eye for more than four 
months. In 8 of these to, vision was less than 
20/200, in 1 it was 20/70, and in 1 it was not re 
corded. Complications included cataract in 2, de- 
tachment of the retina in 4, vitreous exudate in 1, 
and siderosis in 6. Of the remaining 43 cases in this 
group, vision was lost in 2.4 per cent, less than 20/200 
in 28.6 per cent; from 20/200 to 20/100 in 9.5 per 
cent; from 20/70 to 20/50 in 7.1 per cent; 20/40 in 
7.1 per cent; 20/30 in 16.7 per cent; and 20/20 in 
28.6 per cent. The complications included cataract 
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in 6, aphacia in 15, secondary membrane in 5, de- 
tachment of the retina in 3, vitreous exudate in 6, 
siderosis in 1, scleral wound in 6, and phthisis in 1. 

Group 3. Cases in which the foreign body was in 
the eye for four months or more. This group in- 
cluded the 16 cases in Group 1 which were followed 
up less than a year and 10 cases in Group 2 which 
were followed up for more than a year. The con- 
tinued presence of a foreign body in the eye for four 
months or longer leads to poor visual results in spite 
of ultimate removal of the foreign body. Vision was 
less than 20/200 in 18 of the cases in this group; 
20/200 in 2; 20/70 in 1; 20/20 in 3; and not recorded 
in 2. The complications included cataract in 7, 
aphacia in 14, secondary membrane in 1, detach- 
ment of the retina in 7, vitreous exudate in 1, 
siderosis in 9, and scleral wound in 2. The fact that 
9 of the 16 cases of siderosis occurred in this group 
offers a partial explanation of the poor visual results. 

Group 4. Cases in which the foreign body was not 
removed. These cases are divided into 2 subgroups: 
(1) those followed up less than four months after the 
injury, and (2) those followed more than four 
months. The critical period was placed at four 
months because most enucleations should be done 
within that length of time and by the end of that 
time sufficient degenerative changes have occurred 
to result in a definite loss of vision. In the first sub- 
group there were 21 cases with enucleation in 16 
(66 per cent), detachment of the retina in 1, vision 
of 20/100 in 1, vision of 20/200 in 2, and a mature 
cataract and vision of less than 20/200 in 1. In the 
second subgroup there were 21 cases with enuclea- 
tion in 8 (38 per cent), detachment of the retina in 
3 (in 2 of which the detachment was preceded by 
a scleral incision), and siderosis in 5. Vision was 
less than 20/200 in 4; 20/200 in 1; 20/100 in 1, 
20/70 in 2; 20/30 in 2; 20/20 in 1; and lost in 1. 

Group 5. Cases of scleral wounds, detachment of 
the retina, and vitreous exudate. Scleral wounds, 
operative or accidental, definitely favor detachment 
of the retina or the formation of a vitreous exudate 
or both. Fifty-two and eight-tenths of the scleral 
wounds in the cases reviewed were followed by these 
conditions. In the cases without a scleral wound the 
incidence of retinal detachment was 4.7 per cent 
and that of vitreous exudate 6.2 per cent. 

Group 6. Cases of siderosis. Siderosis was found 
in 16 (5.9 per cent) of the 270 cases. In 3, the eyes 
were enucleated. In the 13 others, vision was less 
than 20/200. In 6 of the 13 surviving eyes vision 
was decreased after removal of the foreign body. In 
3 the decrease of vision was due to retinal detach- 
ment. 

Group 7. Cases of foreign body in the orbit 
(double perforation). Of the 14 cases in this group, 
in which 6 enucleations were done, detachment of 
the retina occurred in 3 and vitreous exudate in 4. 
In 6, vision was 1/200 or less, and in 1 case of healed 
retinal detachment it was 20/20. In cases of this 
type, in which a foreign body passes through the 
globe and stops in the posterior sclera or the orbit 
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or both, the incidence of a marked decrease in vision 
and of enucleation is greater than in cases of foreign 
body in any other location. 

Group 8. Cases in which changes of vision oc- 
curred over a period of time. There were 9g cases in 
which vision changed remarkably over a period of 
time, but tended to remain stationary after from 
three to twelve months. The author therefore be- 
lieves that there is special value in the report of a 
series of cases in which one year was the minimum 
time of follow-up after removal of the foreign body. 

Sympathetic ophthalmia developed in 2 of the 270 
cases studied, but did not occur in the 42 cases in 
which the foreign body was not removed or among 
the 26 cases in which the foreign body had been in 
the eye for from four months to twenty years before 
it was removed. The only way to discover whether 
visual function tends to decrease after the removal 
of a foreign body is to compare the visual results in 
the same case at periodic intervals. 

E. S. Piatt, M.D. 


Gifford, S. R.: Rodent or Mooren’s Ulcer of the 
Cornea: A Report of Three Cases with Heal- 
ing. Arch. Ophth., 1933, x, 800. 


In a recent review of the literature Heintz found 
reports of only seventy cases of Mooren’s ulcer of the 
cornea, but in Gifford’s opinion it is not improbable 
that most ophthalmologists of experience see one or 
more cases. Mooren described this type of ulcer 
in 1867, as follows: 

“The disease always begins at the margin of the 
cornea, progresses forward in irregular processes, 
and does not stop, so far as my experience goes, until 
the whole corneal surface is involved. It is char- 
acteristic that a narrow gray line of infiltration, 
which changes continually with the progress of the 
disease, marks off the border of the uninvolved 
cornea. This line is at the same level as the healthy 
portion of the cornea and a little higher than the dis- 
eased portion, so that it always and under all cir- 
cumstances appears to be undermined. * While the 
uninvolved cornea preserves its transparence to the 
last moment, the development of a close superficial 
network of vessels begins on the diseased portion. In 
spite of the great pain and the rapid formation of 
new vessels, I have never seen hypopyon occur.”’ 

Neither does perforation occur spontaneously. 

In the beginning, one or more deep gray infiltra- 
tions appear near the limbus and merge to form a 
shallow furrow in a manner similar to the formation 
of a marginal ulcer. The ulcer progresses toward the 
center, extending also at both ends to surround the 
cornea. Simultaneously, healing occurs at the 
periphery with the formation of new vessels. Fora 
period of days or weeks healing may appear to be 
complete, but at the end of that time the infiltration 
extends farther centrally. Congestion may be only 
moderate, with little or no iritis. When examined 
with the slit lamp, the cornea just beyond the gray 
border shows fine opacities and yellowish foci of 
infiltration. At the limbus the conjunctiva shows 
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marked swelling and inflammation. The limbus 
is often raised in a red ring around the diseased area. 
This zone of scleritis and episcleritis may early sug- 
gest sclerosing keratitis, but in the latter condition 
ulceration of the cornea occurs rarely if ever. 
Mooren’s ulcer usually requires from three to six 
months to cover the cornea. The histological pic- 
ture is that of a chronic infiltration, chiefly with 
round cells, of the anterior third or two-thirds of the 
cornea. The loss of substance usually occurs in the 
anterior third, and there is replacement by a thin 
layer of vascular connective tissue except near the 
advancing border, where the infiltration extends 
under the epithelium and into the stroma of the 
previously uninvolved cornea. Granulation tissue 
is present over the sclera beyond the limbus, and 
there may be loss of substance in the sclera itself. 

The condition has been ascribed to: (1) the pres- 
ence of an infectious agent, (2) a general state of 
malnutrition, and (3) a trophic disturbance due to 
disease of the fifth nerve. However, there is no 
conclusive support for any of these theories. The 
prognosis has been considered almost hopeless. 

The treatments reported have included the use of 
foreign protein, cod-liver oil, phototherapy, and 
cauterization. Krass6 reported five cases thought to 
be abortive forms of Mooren’s ulcer in which rapid 
healing occurred under treatment with Bucky’s 
border rays (Grenzstrahlen), but Gifford believes 
that they were not true cases of Mooren’s ulcer. 

Attempts to produce hypotony have been rarely 
reported. Fuchs reported two cases with successful 
results, one in which a small incision was made in 
the advancing border and re-opened five times in 
fourteen days, and another in which peripheral 
paracentesis was performed fifteen times. In the 
first case vision of 5/8 was obtained, while in the 
second vision was limited to the counting of fingers. 
Wibo employed puncture with the actual cautery 
successfully. In three cases Nechitch obtained suc- 
cessful results by the use of the cautery to produce 
a fistula. The fistula remained patent fourteen 
days. 

The use of a conjunctival flap has been tried, but 
has often failed. Kreiker attributes the failures to 
the use of a too-small flap, retraction of which again 
exposes the advancing border of the ulcer. He has 
reported three cases in which the ulcer was success- 
fully treated with a corneal flap from above which 
was large enough to cover the cornea completely. 
After two or three months a small opening was made 
in the conjunctiva over the unaffected cornea. The 
flap then retracted, exposing all of the unaffected 
cornea. There was no recurrence. In one case vision 
was 1/4, but in the two others it was less because of 
the late stage at which the operation was performed. 

Gifford reports three cases in which healing of the 
ulcer was effected with good visual results. In two, a 
delimiting keratotomy was done, and in one a con- 
junctival flap was used. The keratotomy consisted 
of an incision 4 mm. long, just central to the advanc- 
ing border. The wound was kept open for ten days. 
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In the two cases in which this operation was done 
vision was 20/50 and 20/30 respectively. In the 
latter case there was at first a corneal astigmatism 
of 7 diopters, but this disappeared in two months. 
In the third case preliminary treatment with tri- 
chloracetic acid and phototherapy seemed to arrest 
the ulcer for a week, but at the end of that time the 
lesion became active again. It was then thoroughly 
touched with trichloracetic acid and a conjunctival 
flap covering the ulcer and a good margin beyond, 
but not covering the entire cornea, was turned down. 
Vision with astigmatic correction was 20/40 after 
three months. So far, the flap has not been dis- 
turbed. 

Delimiting keratotomy is a safe procedure and less 
disfiguring than the use of a flap. If a flap is em- 
ployed, it should cover the whole cornea or extend 
well past the advancing border of the corneal ulcer, 
and should be made adherent to the ulcer by the 
application of trichloracetic acid. The effect of 
delimiting keratotomy seems to be due to the in- 
creased nutrition and supply of antibodies result- 
ing from a reduction of tension, and perhaps also to 
the epithelial barrier formed at the site of incision, 
an effect which is of value whether the disease is in- 
fectious or degenerative. E. S. Pratt, M.D. 


Igersheimer, J.: The Pathology of Tuberculosis of 
the Anterior Uvea. Arch. Ophth., 1934, xi, 119. 


The principal histological proof of tuberculous in- 
fection is the presence of the epithelioid tubercle. 
This occurs most frequently in the uvea. The great 
difference in reaction to invasion of the tubercle 
bacillus would be of great importance if it were pos- 
sible to demonstrate the presence of the bacilli in all 
tissues. The reaction is of three main types: (1) 
acute and subacute, (2) chronic and recurrent, and 
(3) special types. 

The acute and subacute reaction occurs in persons 
under twenty years of age, affecting one eye for 
weeks or months. The anterior and posterior cham- 
bers are usually involved, but not the cornea, 
choroid, or retina. Epithelioid giant cells and 
lymphocytes predominate. Hypopyon, caseation, 
and perforation occur, and tubercle bacilli are fre- 
quently found. 

The chronic types of reaction occur in adults and 
involve both eyes. Epithelioid cells are not found 
regularly, and caseation and perforation are rare. 
Other tissues of the eye are involved. The tubercle 
bacilli are seldom found. 

The special types are rare. In some cases the 
necrotic process is widespread, while in others a 
generalized sclerosing tuberculous large-cell hyper- 
plasia in the eyes, bones, skin, lungs, and lymphatic 
glands occurs. Vircit Wescott, M.D. 


Walker, C. B.: Retinal Detachment. Am. J. Opihth., 
1934, XVil, I. 


Diathermy has come to be one of the most widely 
used methods of treating retinal detachment al- 
though the older Gonin and Lindner-Guist methods 
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still have their place and in some cases a combination 
of methods may be indicated. Micropuncture yields 
the highest average of successful results with the 
least labor and trauma and the lowest incidence of 
unfavorable sequela than any other method as yet 
advocated. Very small stops are necessary on micro- 
pins to keep the pins from going too deep, but in the 
apparatus used by the author it is not necessary for 
the micropins to be insulated if the sclera is dry. 
With the use of the author’s micropins overdosing 
does not occur and the sclera receives a small degree 
of treatment (Larsson effect) which widens the 
mouth of the outlet and thereby provides better and 
more prolonged drainage. As overdosing may result 
when the current must be used to pull out insulated 
pins, especially multiple types. Single, non-insulated, 
cleanable pins which can be rotated to aid in their 
removal are to be preferred. The use of the latter 
prolongs the operative time only very slightly as 
in an unobstructed area twelve pins can be placed 
in about a minute. 

Iridium-hardened platinum is the best metal for 
detachable micropuncture pins because it can be 
perfectly cleaned by heating it to redness in the 
Bunsen flame, it gives off no oxides and produces no 
siderosis if by chance a particle is left in the eye, it 
can be used repeatedly without undergoing de- 
terioration from cleaning or sterilization. 

Reports of loss of micropins without threads at- 
tached and of the breaking of insulation collars dur- 
ing use are numerous. When the count fails to 
check and it is uncertain whether the lost pin is in 
the orbit or on the floor, X-ray examination may be 
necessary. Constantly threaded iridium-platinum 
micropins have been found safe and satisfactory. 

Wituiram A. MAnn, Jr., M.D. 


Lindner, K:. The Prevention of Spontaneous 
Retinal Detachment. Arch. Ophth., 1934, xi, 148. 


Lindner states that the cause of retinal detach- 
ment is a retinal tear and this can be proved by 
mechanical means. A model retina can be con- 
structed by coating the interior of a round glass flask 
with a layer of celloidin containing enough alu- 
minum powder to render it more visible and somewhat 
adherent. If an artificial hole with a protruding flap 
is made in this layer and the flask rotated, detach- 
ment soon occurs. When the motion of the flask 
ceases, the detachment tends to flatten out. This 
principle has been utilized in the eye by the use of 
“Lochbrille”’ or hole-spectacles which obviate eye 
movements. In the eye, however, there is some con- 
traction of the solid vitreous in the neighborhood of 
the detachment which causes the retina to buckle so 
that it will not return to the normal position on 
immobilization. The author believes that in retinal 


detachment there is a reversed stream of intra- 
ocular fluid moving from the choroid back through 
the retinal hole, absorbed by the choroid, and 
eventually causing liquefaction of the vitreous. 
After this has occurred the use of “Lochbrille”’ will 
cause a definite flattening of the detachment. 
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The prevention of detachment requires prevention 
of the retinal tear. Predisposition to detachment 
occurs in choroiditis, myopia, and senility. In these 
conditions there is either detachment of the retina or 
liquefaction of the vitreous. 

In an attempt to prevent the formation of a hole 
with subsequent retinal detachment the eye may be 
immobilized by one of the following four methods: 

1. Interruption of the nerves of the ocular 
muscles. This procedure would have a lasting and 
complete effect, but because of complications such 
as the production of ptosis and paralysis of the 
sphincter of the pupil and the ciliary muscle it is not 
advisable. 

2. Excision of pieces of the muscle, performed in 
two sittings. This would be slightly less effective 
and would be objected to by most patients. It might 
be recommended in certain cases of inoperable 
monocular detachment. 

3. Education and restriction of ocular move 
ments by optical means. This method is simpler anc 
more satisfactory. Glasses with strong peripheral! 
aberration may be prescribed. In myopia of over 1¢ 
diopters, Punktal lenses may be prescribed. They 
should be inserted in the frames with the surface 
reversed. 

4. The use of “Lochbrille” with the posterio: 
surface of roughened light milk glass containing a 
central clear area of 4 or 5 mm. for the pupil. As 
these spectacles cut down the peripheral field, thei: 
use is less desirable than the third method. 

Lindner has never performed a_ prophylactic: 
operation, but believes that it may some day be 
done when the danger of detachment is imminent 

Wii1aMm A. MANN, Jr., M.D. 


Shapland, C. D.: Retinal Detachment and Its 
Treatment by Surgical Methods. A Review of 
425 Cases. Brit. J. Ophth., 1934, xviii, 1. 


Of 425 cases of simple retinal detachment seen at 
the Royal London Ophthalmic Hospital in the 
period between December 25, 1929, and January 7, 
1933, 221 were operated upon by the ignipuncture 
method of Gonin, 79 by the Lindner-Guist multiple 
trephining type of operation, and 72 by the dia 
thermy method of Larsson. In 79, no operative 
measure was employed. The patients ranged in age 
from eight to eighty-two years. Their average age 
was forty-two and eight-tenths years. Two hundred 
and sixty were males. Sixty-two and three-tenths 
per cent of the detachments occurred in myopes, 
21.9 per cent of whom had myopia of over to diop 
ters. Thirty-one and one-tenths per cent of the dé 
tachments occurred in emmetropes, and 6.6 per cent 
in aphacic eyes. In 62 cases the detachment was 
bilateral. Trauma played a réle in 43.9 per cent of 
the detachments in emmetropes and in 15.5 per cent 
of those occurring in myopes. 

One or more holes in the retina were found in 76.2 
per cent of the cases. In 90.4 per cent of these they 
were in front of the equator and in 23.8 per cent the: 
were multiple. There were 115 examples of round 
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holes, 113 cases of disinsertion or anterior retinal 
» dialysis, 105 arrow-head tears, 20 radial slit-like 
tears, and 1g irregular rents. The temporal half of 
the globe was the most common site of tears, 79.6 
per cent of the tears being in that region. 

Of the 221 patients operated upon by the Gonin 
method, 27.6 per cent were cured and 10.4 per cent 
were benefited. Of the cases in which the detach- 
ment had been present for less than six weeks, a cure 
was obtained in 40 per cent, whereas of those in 
which it had been present longer than six months a 
cure was obtained in only 1o per cent. In 62.3 per 
cent of the cases with a successful result, 1 igni- 
puncture was sufficient. In 4.9 per cent, 3 punctures, 
and in 1.6 per cent, 4 punctures were necessary. 
Complications associated with this method included 
secondary rents, vitreous hemorrhage, traumatic 
cataract, and transient uveitis. The technique of 
Gonin was followed except that after the first six 
months the galvanocautery was used instead of the 
Paquelin cautery as the latter was found unreliable. 

Of the 79 patients operated on by the Lindner- 
Guist method of multiple trephining with a 1.5-mm. 
trephine and the use of potassium hydroxide, 25.3 
per cent were cured and 15.2 per cent were bene- 
fited. In 7 cases completion of the operation was 
prevented by early perforation of the choroid. Sub- 
traction of these cases and of a few which were 
operated on by a modified procedure raises the in- 
cidence of cure to 31.7 per cent. Complications 
included secondary rents, vitreous hemorrhage, 
uveitis, vortex vein thrombosis, and _ subretinal 
hemorrhage. 

The diathermy method advocated by Larsson in- 
cludes superficial treatment of the sclera over the 
affected area and subsequent perforation of the 
sclera over the tear with the electrode or by means of 
a trephine opening. Of the 72 cases treated by this 
method, a cure was obtained in 47.2 per cent and 
improvement in 13.9 per cent. Except for a few 
secondary holes, complications were rare. The high- 
er incidence of cure in the cases treated by the 
Larsson method of diathermy, the ease with which 
the method can be carried out, and the lower in- 
cidence of complications indicate that the Larsson 
method is the most satisfactory procedure for the 
treatment of detachment of the retina. 

WIirAM A. MANN, Jr., M.D. 


Pischel, D. K.: Detachment of the Retina; Its 
Present Operative Treatment. Am. J. Opiith., 
1933, Xvi, TOQT. 

Pischel discusses various types of operation for 
retinal detachment and reports the results of the 
Safar operation on fifteen eyes. He emphasizes the 
importance of exact localization of the retinal tear. 

The Gonin operation, which aims at direct closure 
of the retinal tear, requires only a simple arma- 
mentarium and is easily and quickly performed, but 
demands especially accurate localization of the 
tear. Other disadvantages of this procedure are 
burning of the retina, extensive scarring and sec- 
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ondary contracture with the formation of new holes, 
the sudden egress of subretinal fluid through one 
large opening, and the difficulty of using the pro- 
cedure in cases with large holes or multiple tears. 

In the Lindner-Guist operation, which aims at 
walling off the tear, the localization is easier, there 
is a possibility of including several holes in a single 
circle of exudate, and thorough drainage by many 
openings permits the retina to float back into the 
proper place. The disadvantages of the procedure 
are the very difficult technique which prolongs the 
operation, the difficulty of reaching back to the 
posterior pole, and the possibility of intra-ocular 
haemorrhage. 

The Safar operation, which is also a walling-off 
procedure, has all of the advantages of the Lindner- 
Guist operation. In this procedure the retina is kept 
away from the choroid throughout the operation by 
unescaped subretinal fluid, being thus well protected 
from trauma; there is no possibility of intra-ocular 
hemorrhage as the vessels are thrombosed; and all 
parts of the eyeball are readily reached. 

The Larsson operation requires no localization 
beyond a rough estimate and permits treatment of 
detachments in which no hole is found. The tech- 
nique is simple. The disadvantages of the procedure 
are the single trephine hole for drainage; extensive 
destruction of the choroid and retina; extensive 
treatment of the sclera; and the uncertain trans- 
scleral dosage. 

The cases reported included eight with an ex- 
tremely unfavorable prognosis. In one of the latter 
the result was favorable, but in others the treatment 
failed. Of the seven favorable cases operated upon 
by the Safar method, a cure resulted in four. In a 
fifth the operation caused re-attachment of the 
separation retina, but a new separation occurred in 
another part of the eye. Exact localization was ac 
complished with the aid of the perimeter. Following 
the operation both eyes were bandaged for from 
eight to ten days, and after removal of the bandage 
stenopeic spectacles were worn for about three 
months. Wriitam A. MANN, Jr., M.D 


Caeiro, J. A., Malbran, J., and Balza, J.: The Treat- 
ment of Retinitis Pigmentosa by Resection of 
the Cervicothoracic Sympathetic (Tratamiento 
de la retinitis pigmentaria por la reseccién del 
simpatico cérvico-toracico). Rev. Asoc. med. argent., 
1933, Xlvii, 3403. 

The authors report five advanced cases of retinitis 
pigmentosa which they treated by extirpation of the 
middle and intermediate cervical ganglia and the 
stellate ganglion and resection of the vertebral nerve. 
The first to resect the cervical sympathetic in 
retinitis pigmentosa was Royle. The only other 
similar attempts in this direction known to the 
authors are those of Meighan (one case) and Camp 
bell. Royle resected the sympathetic trunk at the 
level of the second cervical ganglion in five cases. 
Meighan extirpated the superior and middle ganglia. 
Both surgeons reported striking improvement in the 
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acuity of vision and enlargement of the visual fields. 
The authors regard sympathectomy of the internal 
carotid plexus as dangerous because of the resulting 
wide gaping of the palpebral fissure and the perma- 
nent marked mydriasis. They believe that their 
method gives the best clinical results by suppressing 
(probably) all of the unilateral sympathetic inner- 
vation of the eye. 

The general effects were limited to precordial pain 
and slight fleeting pains radiating to the shoulder 
and arm. The ocular changes were those of Horner’s 
syndrome. In two cases ptosis appeared only after 
from ten to twelve hours. Myosis always occurred 
immediately. Conjunctival injection reached its 
maximum within twenty-four hours and was ac- 
companied by a sensation of intense heat and some- 
times of pulsation of the eyeball which continued for 
five or six days and then gradually decreased. En- 
ophthalmia and hypotension of the facial muscles 
were variable. Acuity of central vision was increased 
in all cases, in some, considerably. Enlargement of 
the visual fields occurred in all cases, but was slight, 
the fields never remotely approaching normal. The 
appearance of the fundus and night-blindness were 
unchanged. The authors state that it would be 
illogical to expect better results as these first tenta- 
tive operations were limited to advanced cases. The 
effect of the operation is probably limited to im- 
provement of the ocular circulation. Although the 
vascular theory of the pathogenesis of retinitis 
pigmentosa is no longer generally accepted, any pro- 
cedure which favorably influences the choroidal 
circulation deserves consideration. The authors 
believe that their results are encouraging and they 
hope to try the method on patients in earlier stages. 
They report their cases in detail. 

M. E. Morse, M.D. 


Barkan, H.: Bilateral Glioma Treated by Radium. 
Arch. Ophth., 1934, Xi, 20. 


Irradiation with radium or the roentgen rays has 
become a well-established procedure in only a few 
eve conditions. Among these are epibulbar car- 
cinoma, sarcoma of the lid, nevus, and intra-ocular 
tumor with glioma involving both eyes. 

The author discusses the indications for: (1) enu- 
cleation with subsequent irradiation of the orbital 
contents, and (2) direct irradiation of an intra- 
ocular tumor without enucleation. 

He states that when only one eye is involved and 
the other has useful vision, enucleation of the af- 
fected eye is advisable, whereas in cases of bilateral 
tumor and those of tumor involving the only useful 
eye, irradiation is best. In the latter, irradiation is 
associated with much greater danger to life than 
enucleation, but enucleation of the only useful eye 
will result in permanent blindness. Other cases in 
this category are those of sarcoma of the choroid in 
the only useful eye and the rare cases of metastatic 
carcinoma of the choroid. 

The author reviews the cases reported in the litera- 
ture in which radium was applied externally and 


those in which it was inserted as close to the tumor 
as possible. He then reports a case of bilateral 
glioma in which, on September 13, 1932, two 5-mgm. 
needles were placed within Tenon’s capsule as far 
back and as near the growth as possible after the 
right globe, which was completely filled with the 
tumor mass, had been enucleated. The dosage 
amounted to somewhat less than 400 mgm.-hrs. at 
1 cm. On December 28, treatment amounting to 
about 2,500 mgm.-hrs. at 1 cm. was given. On April 
16, 1933, there appeared to be a detachment with 
no solid mass beneath it. The fundal picture at this 
time suggested that further treatment by the first 
method and possibly also by a combination of this 
method and cross-fire application of roentgen rays 
was feasible. On September 15, there seemed to be 
considerable improvement. On November 2, the 
left eye was enucleated and on examination showed 
extensive retinal detachment, fresh tumor masses, 
and slightly increased tension. Treatment was then 
discontinued as it was believed that the processes of 
destruction had reached their maximum and proc- 
esses of repair of great importance in checking the 
general metastasis and walling off any remaining 
tumor cells were still taking place. 
Lestie L. McCoy, M.D. 


Coleman, C. C., and Hill, E.: Cyst of the Optic 
Nerves and Chiasm Associated with an Epi- 
thelioma of Rathke’s Pouch. Arch. Ophth., 
1934, Xi, 42. 


In treating a case of cyst of the optic nerves and 
chiasm associated with an epithelioma of Rathke’s 
pouch the authors came to the conclusion that they 
were dealing with two separate cystic tumors due to 
early embryonic displacement of tissue belonging to 
Rathke’s pouch. The growth behind the chiasm be- 
longed without doubt to the craniopharyngiomata 
originating in this pouch. The two tumors had no 
connection. 

In explaining the cystic growth of the optic nerve 
and chiasm the authors state that in early embry- 
onic life the fetal cleft is open below. The optic 
stalks have not yet closed in to become solid cords. 
Normally, the central retinal vessels enter through 
this cleft to become incorporated inside the optic 
nerve. Interference with proper closure of the fetai 
cleft leads to colobomata. In view of these facts the 
authors believe it possible that abnormally placed 
tissue may become incorporated within the nerves 
and chiasm if it has come into contact with the open 
optic stalk in early embryonic life and that, as a 
result, a new growth may develop and a cystic space 
with an ependymal lining may be formed. This 
hypothesis is in agreement with the well-known 
theory that tumors are caused by the multiplication 
of embryonic cells which become displaced during 
fetal life. In this connection, Cushing, speaking of 
the craniopharyngiomata, says, ‘Under this cap 
tion are included those lesions which on the Cohn 
heim basis arise from some cell inclusion (anlage 
in early embryonic life.” Leste L. McCoy, M.D. 





SURGERY OF THE 


MOUTH 


Pfahler, G. E., and Vastine, J. H.: Irradiation 
Therapy in. Cancer of the Mouth: Technique 
and Results. Radiology, 1934, xxii, 15. 


Pfahler and Vastine state that cancer of the mouth 
is curable in the great majority of cases if it is 
treated early, thoroughly, and skillfully from the 
beginning by irradiation. At the present time, 
however, recovery results in only from 25 to 35 per 
cent of cases. 

No one technique is applicable to all cases. Each 
case must be dealt with individually. However, the 
principles of the technique can be fairly well stand- 
ardized. These are based primarily on the prin- 
ciples of irradiation therapy. Bergonie and Tri- 
bondeau found that cells are most radiosensitive 
during mitosis, and Dominici found that they are 
more radiosensitive the more closely they approach 
the embryonic type. Regaud and Lacassagne noted 
a greater differentiation in the sensitivity of the 
cancer cells to rays of shorter length such as the 
highly filtered gamma rays of radium. 

The authors describe their methods of irradiating 
various lesions, which consist chiefly of surface ir- 
radiation. 

Of the total number of cases treated by them 
since 1920, recovery resulted in 29.3 per cent, and of 
the 171 cases treated by the technique they use 
today, recovery resulted in 39.2 per cent. 

James BArRReETTr Brown, M.D. 


Kennedy, R. H.: Epithelioma of the Lip, with Par- 
ticular Reference to Lymph-Node Metastases. 
Ann. Surg., 1934, xcix, 81. 


Kennedy reports on 246 cases of carcinoma of the 
lip in which the initial treatment was exclusively 
surgical. No opinion is offered with regard to the 
value of irradiation treatment of the lip lesion, but 
the importance of thorough removal of the cervical 
glands is emphasized. 

The duration of the lesion averaged over nine 
months, and two-thirds of the patients had exten- 
sive lesions at the time they were admitted to the 
hospital. 

Palpable cervical lymph nodes were present in 60 
per cent of the cases, and 33 per cent of them proved 
to be metastases. 

Metastases were found in 14 per cent of the pa- 
tients in whom no cervical lymph nodes could be 
felt. 

In cases with metastases the average age is some- 
what greater and the duration of the lesion some- 
what longer, but brief duration and small size of the 
lesion does not assure safety from metastasis. 

The grade of the lesion does not appear to in- 
fluence metastasis. 

In the cases reviewed, 244 neck dissections were 
performed with a hospital mortality of 11.4 per cent. 

Of 147 patients traced, 67 per cent are alive and 
well. Sixty are well after more than three years and 
31 after more than five years. 
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Of 32 patients with metastases who have been 
traced, 34 per cent are alive and well. Seven have 
been well for more than three years. 
James BARRETT Brown, M.D. 


Pierce, G. W., and O’Connor, G. B.: A New Method 
of Reconstruction of the Lip. Arch. Surg., 1934, 
XXVili, 317. 

In the literature the authors have found the de- 
scriptions of sixty-five methods of lip reconstruction. 
Following a review of the anatomy and physiology 
of the mouth, they give the reasons for dissatis- 
faction with some of the older methods. The earliest 
procedures failed because they did not provide an 
epithelial lining for the lip. Many reconstructions 
result in a short, tight lip, and in most procedures 
muscular action and innervation are disregarded. 
Flaps which do not conform to the best lines of ten- 
sion as shown by Langer produce added deformity. 

The description of the authors’ method is supple- 
mented by four drawings and eight photographs. 
The principle of the operation is the use of an ascend- 
ing flap of skin and subcutaneous tissue raised from 
each nasolabial groove. The supply of tissue is 
sufficient, the scarring is minimal, the tissue matches 
well, and there is no interference with normal in- 
nervation. One flap is brought down and reversed 
to form a lining, and the opposing flap is brought 
down to form the outer surface. Small flaps of 
mucous membrane are taken from the lateral bor- 
ders to help form the angles of the mouth and the 
vermilion border. The bases of the pedicles are re- 
turned in two weeks, and a final retouching is done 
after two or three months. 

This method is applicable to the upper or lower 
lip. The restoration of sphincter action by the 
bridging of the divided ends of the orbicularis oris 
muscle is shown in the photographs. 

The article has a comprehensive bibliography. 

Tuomas W. STEVENSON, Jr., M.D. 


Esser, Y. F. S.: Arterial Supply of Upper Lip 
Plastic. Ann. Surg., 1934, xcix, 101. 

Esser applies the name “biological flaps” or 
“artery flaps”’ to flaps with pedicles which consist of 
little more than the artery with the accompanying 
veins, nerves, and lymphatics supplying a given area. 
The flaps resemble leaves supported by a thin stalk. 
The thin pedicle is less subject to vascular obstruc- 
tion due to angulation or torsion than a pedicle con- 
taining a broad band of skin, and does not require 
sectioning and replacement later. The flaps carry 
such a rich blood supply that they survive on an 
indolent base such as an X-ray burn. 

Artery flaps are most useful on the face where the 
temporal, occipital, frontal, angular, facial, and 
supra-orbital arteries may be employed. Before the 
operative area is sterilized the course of the artery is 
determined by careful palpation. The course of the 
vessel and the outline of the flap are then marked 
out with tincture of iodine. A single incision is made 
over the artery and carried laterally around it so 
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that a coating of tissue is left for protection. The 
diameter of the cross-section of the pedicle may vary 
from that of a match to that of a pencil. A cut must 
be made also from the defect to the pedicle in order 
to prepare a new subcutaneous bed for the pedicle. 
The defect produced by the formation of the graft is 
closed by suture if possible or by a Thiersch graft. 
The author cautions against pressure dressings, 
especially on the turning point of the pedicle. He 
often simply dusts the wound with calomel. 

The available arteries on the head and a number of 
flaps of varying size and position are shown by draw- 
ings. In restoration of the upper lip the main 
temporal artery, its anterior branch, or the angular 
artery is used asarule. Because of its hairy surface, 
the main artery can be employed only in the cases of 
men. Photographs of three patients with recon- 
struction of the upper lip are shown. In the case of 
one of these patients nasal restoration was also 
necessary and was accomplished by the author’s 
method of cheek rotation. 

Esser has found the described method useful in 
cases of harelip in which a previous repair has left a 
tight upper lip with entropion. The article contains 
the photographs of two patients treated for this 
condition. Tuomas W. STEVENSON, JR., M.D. 


NECK 
McGibbon, J. E. G., and Mather, J. H.: Vallecular 
Dysphagia. Brit. M. J., 1933, ii, 1013. 
The authors report on a group of cases of vallecu- 
lar dysphagia. The dysphagia is caused by masti- 
cated food which fills the vallecule and forces the 


epiglottis back against the posterior wall of the 


pharynx. Direct or indirect examination of the 
pharynx, larynx, and oesophagus reveals no ab- 
normality, but roentgenological examination dis- 
closes a delay in the passage of the opaque medium 
in the lower pharynx. The vallecule are two fosse 
situated in the anterior aspect of the pharynx be- 
tween the pharyngeal portion of the tongue and the 
epiglottis. The fosse are separated from each other 
by the glosso-epiglottic fold. The floors of the 
vallecule lie immediately above and behind the 
hyoid bone at the level of the third cervical vertebra. 

A diagnosis of primary vallecular dysphagia is 
made in cases in which no pathological lesion is noted 
on direct or indirect examination. During and after 
swallowing there is discomfort referable to the hyoid 
bone. In some cases the discomfort is intermittent 
and persists for some time after the ingestion of food. 
In one of fourteen cases it had been noted for two 
weeks, and in another, for two years. In some cases 
the onset is insidious, while in others it is sudden 
and without known cause. 

A diagnosis of secondary vallecular dysphagia is 
made in cases presenting the same symptoms as the 
primary type but in which examination reveals a 
lesion in the reflex arc involved in swallowing or in the 
pharynx or cesophagus. Among the primary con- 
ditions resulting in secondary vallecular dysphagia 
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are bulbar paralysis, bilateral paralysis of the re- 
current nerve due to a mediastinal tumor, paralysis 
of the vagus due to tabes, botulinus infection, or 
invasion of the upper end of the cesophagus by 
carcinoma, diphtheritic paralysis, and local lesions 
such as carcinoma of the cesophagus, pharyngeal 
pouch, and postcricoid carcinoma. 

The diagnosis is made by correlation of the find 
ings of direct and indirect physical examination and 
roentgen examination of the pharynx. 

In thirteen of the authors’ fourteen cases of the 
primary form the treatment consisted of explanation 
and re-assurance. One patient could not be traced 
The authors suggest that the free border of the 
epiglottis might be removed if the condition persists 
In the secondary type the primary cause must be 
treated. MANUEL E. LIcHTENSTEIN, M.D. 


Friedgood, H. B.: Experimental Exophthalmos and 
Hyperthyroidism in Guinea Pigs. Clinical 
Course and Pathology. Bull. Johns Hopkins 
Hosp., Balt., 1934, liv, 48. 

Simultaneous studies of the basal metabolic rate 
and the thyroid gland were carried out on thirty 
guinea pigs given daily intraperitoneal injections of 
extract of the anterior lobe of the pituitary gland 
over a period ranging from forty-eight hours to one 
hundred and ninety days. Six guinea pigs were used 
as controls. 

The basal metabolic rate showed three distinct 
periodic variations. In the first period there was a 
prompt marked increase which began sometimes 
within from twenty-four to forty-eight hours and 
reached its highest value (from 26 to 60 per cent) be- 
tween the seventh and fourteenth day of the treat- 
ment. The maximum value and the rapidity with 
which it was reached seemed to depend only in part 
on the quantity of the daily dose of the extract, as in 
individual cases the response could be sharply cur 
tailed from the very beginning. During the first 
period the basal pulse rate increased approximately 
30 per cent and the basal weight decreased to a 
point from 6 to 27 per cent below the normal level 

The second period was characterized by a striking 
refractory state or remission which usually devel 
oped when the peak of oxygen consumption had been 
reached. This phenomenon was certainly not due to 
a progressive decrease in potency of the extract, be 
cause previously untreated guinea pigs responded to 
the extract characteristically. During the remission 
the basal metabolic rate returned to normal with 
varying degrees of rapidity, reaching its original 
value within from one to three weeks. 

When the remission was fully established, th« 
basal metabolism showed a slight transient increas: 
or fell below its normal level. Such a decrease sug 
gests that prolonged stimulation may lead to impair 
ment of the normal functional level of the thyroid 
gland with the development of hypothyroidism. 

The third period was characterized by a recrudes 
cence of the disturbarice in oxygen consumption with 
another elevation of the basal metabolic rate. 





SURGERY OF THE 


During the first twenty-four to forty-eight hours 
the cells of the acini in the center of the gland were 
hypertrophied (cuboidal) and the vascularity of the 
gland increased appreciably. The normal colloid of 
the central acini began to lose its firmness and its 
tendency to stain deeply. It became rather fluid 
and partially disappeared from the acinus. These 
changes may account for its ‘ vacuolization” after 
fixation and staining. Cellular hyperplasia occurred 
coincidentally with hypertrophy and could be de- 
tected by counting not only the mitoses but also the 
increased number of cells around an acinus. Groups 
of closely packed interacinar epithelial cells which 
appeared to be “budding” from hyperplastic acini 
were also prominent, and there was a significant in- 
crease in the number of acini to a high-power field 
coincident with an absolute decrease in their diame- 
ters. When the stimulation was continued these 
changes spread further toward the periphery of the 
gland. The advanced hypertrophy and hyperplasia 
finally resulted in irregularly shaped acini with lumi- 
na partially or totally obliterated by invaginations 
of the lining epithelium. Just before this stage was 
reached, the vascularity of the gland was at its maxi- 
mum. 

The individual hypertrophic cells presented many 
minute vacuoles scattered throughout their cyto- 
plasm, and their inner apices were filled with closely 
packed fine granules. 

The rapidity with which all of these morphological 
changes appeared and the intensity with which they 
developed seemed to run somewhat parallel with the 
quantity of extract administered daily. 

During the first week or ten days there was a defi- 
nite correlation between the progressive changes in 
the histopathological structure of the thyroid gland 
and the increasing basal metabolic rate. 

Eventually, in spite of the uninterrupted adminis- 
tration of the extract of the anterior lobe of the pi- 
tuitary gland, the thyroid became histologically 
comparable in most respects to the thyroid of the 
control animals. 

Preliminary experiments on several animals in a 
refractory state offered the opportunity to study the 
ability of these animals to respond to further injec- 
tions of extract of the anterior lobe of the pituitary 
gland after discontinuance of the injections for a 
varying number of days. 

These studies indicated that, once an animal has 
entered upon the refractory period, its thyroid gland 
may be unable to respond characteristically to fur- 
ther stimulation with the extract. 

In the weight curves following the administration 
of extract of the anterior lobe of the pituitary gland 
individual variations were noted. Some of the ani- 
mals lost weight quickly as the basal metabolism in- 
creased and died without having shown the slightest 
resistance to the effects of the extract, while others 
reacted less violently to the injections. As a general 
tule the initial loss of weight was abrupt, varied be- 
tween 6 and 27 per cent of the original body weight, 
and reached its lowest level after from six to twelve 
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days of treatment. There was no constant quanti- 
tative correlation between the increasing rate of 
basal oxygen consumption and the percentage of 
weight loss. The anorexia of varying degree which 
the animals obviously developed at the beginning of 
treatment may have been partially responsible for 
this discrepancy. 

Immediately after the initial weight loss there was 
a period of recovery during which the weight re 
mained fairly stationary at its new level or returned 
to its original value or regained a considerable frac- 
tion of the latter. Animals surviving for several 
months tended to regain all of the weight that they 
lost unless their basal metabolic rate became in 
creased again. 

Of the thirty animals injected, nine developed 
exophthalmos and widening of the palpebral fissures 
due particularly to retraction of the upper eyelid. 
In several, slight prominence of the eyes occurred 
toward the tenth day of the experimental period 
when the most marked hypertrophic and hyperplas 
tic changes were usually developing in the thyroid 
gland and the basal metabolic was approaching its 
highest level. The exophthalmos was much more 
marked when it developed after the animal had en 
tered the refractory period. Striking exophthalmos 
was seen only in animals which were injected over a 
period of several months, especially those which 
finally had an abnormally low basal metabolic rate. 

These experiments indicate that the exophthalmos 
is produced independently of the thyroid secretion 
which causes the elevation of the basal metabolic 
rate. They suggest also that extract of the anterior 
lobe of the pituitary gland is more capable of induc 
ing exophthalmos when the animal is not under the 
influence of hyperthyroidism but is in a hypothyroid 
state. 

In the first week there was a decrease in activity 
with a simultaneous diminution of appetite. There 
after, the animals become very excitable. 

Soon after the basal metabolic rate began to in 
crease the guinea pigs began to shed hair and their 
normally smooth, glossy fur became shaggy and un 
kempt. This process which was most marked at the 
height of the increase in oxygen consumption was 
probably due to thyrotoxicosis and it receded during 
the refractory phase. 

The cycle of events which extract of the anterior 
lobe of the pituitary gland stimulates in the thyroid 
of the guinea pig is remarkably similar to that re 
corded by Marine and Lenhart and by Wilson for 
the thyroid in cases of exophthalmic goiter in man. 

The clinical course of the basal metabolic rate in 
exophthalmic goiter is also similar to that of the ex- 
perimental syndrome in guinea pigs. Both condi 
tions are characterized by a progressive intensifica- 
tion of the metabolic disturbance until a peak or 
crisis is reached, after which there is a period of sus- 
tained activity which ultimately subsides spontane 
ously over a variable length of time. 

The relation of exophthalmos to postoperative 
myxcedema in human exophthalmic goiter and to 
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experimental hypothyroidism in guinea pigs follow- 
ing thyroidectomy or long-continued injections of 
extract of the anterior lobe of the pituitary gland 
indicates that the primary cause of exophthalmos in 
exophthalmic goiter and injections of extract of the 
anterior lobe of the pituitary gland are both capable 
of producing exophthalmos independently of the ca- 
lorigenic hormone of the thyroid gland. 

In conclusion the author says that although this 
study disclosed a remarkable similarity between 
exophthalmic goiter in man and the experimental 
syndrome in animals, it is obviously hazardous, in 
the present state of our knowledge, to conclude that 
the pathogenesis of the two conditions is identical. 

Norman C. Buttock, M.D. 


Torin, D. I.: Tuberculosis of the Larynx. Arch. 
Otolaryngol., 1934, Xix, 195. 

Torin states that a laryngological examination 
should be made in every case of pulmonary tuber- 
culosis as tuberculosis of the larynx is a common 
complication of tuberculosis of the lungs. For 
successful treatment of laryngeal tuberculosis, early 
diagnosis is necessary. In the majority of cases the 
diagnosis can be made by indirect laryngoscopy. In 
cases of chronic laryngitis which does not respond 


to the removal of sinus infection or rest of the voice, 
a careful search for a pulmonary focus should be 
made. Disease of the larynx superimposed on severe 
pulmonary tuberculosis should be regarded as tuber- 
culous until it is proved to be of some other char- 
acter. Tuberculosis of the larynx may heal while 
tuberculosis of the lung advances, but healing of 
pulmonary tuberculosis while tuberculosis of the 
larynx advances is rare. 

Patients with tuberculosis of the larynx are best 
treated in a sanatorium for tuberculosis where they 
are under constant supervision and observation. 
In early cases of laryngeal tuberculosis improvement 
may be brought about by rest alone. In cases in 
which infiltration and ulceration are present the 
use of the actual electric cautery will relieve the 
symptoms and sometimes effect a cure. In advanced 
cases in which the patient’s condition is very grave 
and the least attempt at swallowing causes excruciat- 
ing pain in the throat and ears, injection of alcohol 
into the superior laryngeal nerve is indicated. 
Surgical intervention is seldom advisable as the 
cases are rare in which the pulmonary condition 
associated with very extensive laryngeal disease 
warrants such heroic treatment. 

ELLA M. SALMONSEN. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Obarrio, J. M., Dowling, E., and Pedace, E. A.: 
The Syndrome of the Midcerebellar Line 
(Sindrome de la linea media cerebelar). Semana 
méd., 1934, Xli, 2. 

The authors report their findings in twenty-four 
cases of tumors of the midcerebellar line, in all of 
which the clinical diagnosis was verified by opera- 
tion. Thirteen of the patients were children. 

The phylogenesis of the cerebellum in its relation 
to the symptoms of tumors of the midcerebellar line 
is reviewed and the characteristics of the syndrome 
of such tumors in the child and adult, the operative 
technique for removal of the tumors, and the pa- 
thology of the different varieties of such growths are 
discussed. 

The syndrome of tumor of the midcerebellar 
line is so characteristic that diagnosis is possible 
without the aid of ventriculography. The differences 
in children and adults are due to the separation of 
the sutures in the former. In the cases of children, 
the picture of internal hydrocephalus dominates the 
syndrome and there are remissions of the symptoms. 
In the cases of adults the diagnosis is based on a 
cerebellar syndrome characterized by irregular and 
alternating claudication, a “statuary” or ‘“‘cere- 
monial” attitude (rigid bipedal station, the arms 
extended and closely applied to the body, and the 
head immovable in an abnormal position), con- 
tinuous oscillation of the body, and a constant, in- 
tense, and progressive retrobulbar or occipital head- 
ache. The headache is usually the first symptom. 

The authors report in detail seven cases illustrat- 
ing the various aspects of the syndrome—two of 
medulloblastoma, four of astrocytoma, and one of 
papilloma of the choroid plexus of the fourth 
ventricle. Two years and two months after a decom- 
pression followed by roentgen irradiation, one of the 
patients treated for medulloblastoma was in perfect 
health. Of the patients with astrocytoma, one died 
after operation. The others and the patient treated 
for papilloma were well when re-examined from two 
to seven years after operation. 

The article is supplemented by a bibliography and 
numerous illustrations including photomicrographs, 
photographs of the patients, and sketches made dur- 
ing operation. M. E. Morss, M.D. 


Dandy, W. E.: Benign Encapsulated Tumors in the 
Lateral Ventricles of the Brain: Diagnosis and 
Treatment. Ann. Surg., 1933, xcviii, 841. 


Dandy reports thirteen cases of benign encapsu- 
lated tumors in the lateral ventricles of the brain. 
He states that there is no clinical syndrome by which 
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these tumors can be localized with sufficient ac- 
curacy for their discovery at operation, but that all 
such neoplasms may be localized with absolute pre 
cision by ventriculography. In all of his cases the 
diagnosis was verified at operation. Three of the 
patients succumbed at operation. The remaining 
ten are well. 

The majority of the tumors were ependymal 
gliomata. Three were fibromata, one was a tumor 
of the choroid plexus, and one was a venous an- 
eurism. Hate Haven, M.D. 


Horak, J., and Jedlicka, V.: A Successful Operation 
for Cysticercus of the Left Rolandic Region 
(Gelungene Cysticercusoperation der linken Regio 
rolandi). Ces. lék. Gesk., 1933, p. 1141. 

A previously well butcher thirty-six years of age, 
was seized suddenly with attacks of tonic-clonic con 
vulsions of the right upper extremity with disturb- 
ances of consciousness. After a thorough neuro- 
logical examination, a diagnosis of tumor of the left 
central convolution, probably a cysticercus cyst, was 
made. At operation, a cyst the size of a walnut was 
found under the dura directly over the anterior, 
central, and posterior gyrus and attached to the pia 
mater. The cyst was removed without damage to 
the brain substance. Complete healing resulted. 
The cyst was proved to be a cysticercus cyst by 
pathological examination. 

The cysticercus localizes rather frequently in the 
cranial cavity, producing inflammatory changes in 
the ependyma of the ventricles and the meninges. 
In the case reported by the authors the diagnosis 
and localization were relatively easy. Headache, 
vomiting, increased spinal fluid pressure, jacksonian 
convulsions of the right hand, and paresis of the 
right upper extremity with increased deep sensi- 
bility made the diagnosis possible. 

In the literature twenty-four cases of operative 
removal of a cysticercus cyst from the cranial cavity 
are reported. The prognosis was best when the cyst 
was situated in the motor area. In such cases the 
mortality was 8 per cent. All cases in which the 
cyst was in the posterior cranial fossa were fatal. 
Twelve of the twenty-four patients were cured, two 
were benefited, and four were not benefited by the 
operation, and two died of recurrences. Haim (Z). 


Taylor, W. A.: Cerebrospinal Rhinorrhoea, with 
the Report of a Case. Surg. Clin. North Am., 1933, 
Xlll, 1479. 

There are two varieties of cerebrospinal rhinor- 
rhoea: the traumatic and the spontaneous. Trau 
matic cerebrospinal rhinorrhoea may be caused by 
injuries of the skull or by injuries of the brain, 
sinuses, or intranasal structures inflicted during 
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operation. Spontaneous cerebrospinal rhinorrhoea 
may be due to a tumor of the brain and internal 
hydrocephalus or may occur without a demonstrable 
cause. 

Increased intracranial pressure is apparently a 
necessary preliminary condition to spontaneous 
rhinorrhcea. The rhinorrhcea must be regarded as 
an attempt on the part of the body to effect decom- 
pression. A study of a small series of autopsy reports 
revealed three routes followed by the fluid: (1) from 
the floor of the anterior horn of the widely dilated 
lateral ventricle through the cribriform region of the 
nose, (2) from the basal subarachnoid cistern through 
the cribriform plate into the nose, and (3) from a 
persistent lumen in the olfactory bulb through the 
cribriform plate into the nose. 

The quantity of fluid lost in twenty-four hours has 
been estimated at from 30 to 1,500 c.cm. The fluid 
is clear and watery and neither stains nor stiffens the 
handkerchief. The diagnosis should be made by 
laboratory examination of the discharge or by in- 
jecting a dye into the spinal canal and watching for 
its appearance in the discharge. The dripping from 
the nose may be constant at first and become inter- 
mittent later. Sometimes it may cease for weeks, 
thereby suggesting that a localized ascending in- 
flammation has closed the fistula with exudate. When 
the pressure behind has become sufficiently great 
to break down the obstruction the flow starts again. 
The successive obstructing and freeing of the com- 
munication may continue for years. The danger 
associated with cerebrospinal rhinorrhcea is menin- 
gitis. 

In the treatment, cases with increased intracranial 
pressure must be separated from those in which no 
pathological intracranial condition is present. In the 
former, the cause of the increased intracranial 
pressure should be removed. In the latter, an at- 
tempt to close the opening may be made. The head 
may be placed in a position that will prevent a con- 
tinuous flow. The nasal cavity should be in a 
horizontal position and the patient in the prone 
position. This method aids in the spontaneous re- 
pair of the fistula. In some cases the use of sodium 
and potassium iodide has been beneficial. In others, 
the application of a 20 per cent solution of silver 
nitrate to the opening every two weeks has been 
found of value. A transfrontal flap operation with 
packing of the cribriform plate with iodine packs to 
stimulate scar formation has been successful. In 
some cases good results have been obtained by 
roughening the dura over the cribriform plate and 
covering this area with a flap of muscle and fascia 
from the temporal region after cutting the olfactory 
nerve and crushing the termination of the bulb on 
the cribriform plate. Davin J. Impastato, M.D. 


Dew, H. R.: Some Clinical Syndromes of the Fifth 
Cranial Nerve. Australian & New Zealand J. 
Surg., 1933, lii, 130 

The author reviews the literature and reports five 
cases selected from a larger series of involvement of 


the fifth cranial nerve trunk, ganglion, or its branch 
es by a neoplasm. 

He states that the ganglion or its main roots may 
be involved by primary or secondary neoplasms of 
the following types: 

1. Tumors derived from the ganglionic tissues: 
neurofibromata, ganglioneuromata, endotheliomata, 
meningiomata. 

2. Tumors derived from the meninges of the base 
of the brain or from the brain: meningiomata, 
gliomata. 

3. Tumors in the cerebellopontine angle: neuro- 
fibromata, meningiomata. 

4. Tumors of the maxillary antrum: carcinomata. 

5. Tumors of the nasopharynx involving the 
cranial base by direct extension from below: fibro- 
sarcomata, carcinomata, lymphosarcomata. 

6. Metastatic tumors: carcinomata, sarcomata 

The clinical aspects of these lesions as they relate 
to the fifth nerve are discussed in detail. In the 
author’s opinion it is the peculiar combination of 
severe constant pain with sensory loss or anesthesia 
over the same area which distinguishes the condi 
tions discussed from the classical trigeminal neural] 
gia. Because of the frequency of mistakes in the 
diagnosis he urges closer coéperation between the 
physician, the neurologist, and the rhinologist. 

HALE Haven, M.D. 


Heilmann, K.: Regeneration of the Inferior and 
Superior Alveolar Nerves After Operation and 
Traumata (Ueber die Regeneration des N. alveo 
laris inferior und superior nach Operationen und 
Traumen). 1933: Leipzig, Dissertation. 


Section or destruction of the inferior and superior 
alveolar nerves is done intentionally for the relie/ 
of neuralgia and unintentionally in the removal of 
tumors, sequestrotomy, plastic operations, and ex 
traction of the roots of molar or wisdom teeth. 
The nerves may be destroyed also by fracture, 
osteomyelitis, actinomycosis, lues, cysts, and tu 
mors. Neuralgia or paralysis follows, depending on 
the degree of damage. The results are unpleasan' 
sensations in the anesthetic area of the gum. The 
author denies that death of the pulp of the in 
volved tooth occurs. There is desensitization, not 
devitalization. Even trophic changes do not tak« 
place. On the other hand, toothache as a warning 
of beginning caries does not occur. 

The author studied the regeneration of these 
nerves in fourteen cases. Two were cases of tumo: 
of the upper jaw; three, cases of cysts of the uppe: 
jaw; and the rest, cases in which the Caldwell-Luc: 
modification of the Denker operation had been done 
He concluded that regeneration occurs in all cases 
in which no scar tissue prevents restoration of th: 
continuity of the nerve. The period of regeneratio: 
of the gum ranges from six to twelve weeks. Thi 
return of sensibility of the dental nerves is firs! 
demonstrated by electrical tests after four or fiv: 
months. Complete return of sensibility requires 
period of years. F. Haertet (Z). 
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SPINAL CORD AND ITS COVERINGS 


Eloesser, L.: . Meningopleural Fistula Following 
Extirpation of a Ganglioneuroma of the Upper 
Mediastinum; Ganglioneuroma of the Adrenal 
Gland. Surg. Clin. North Am., 1933, xiii, 1325. 


Ganglioneuromata of the upper mediastinum are 
comparatively rare. In cases of tumor of the pos- 
terior mediastinum, especially those of globular 
tumors likely to be ganglioneuromata, the possibility 
of an hour-glass extension into the spinal canal 
should be borne in mind. Extradural tumors of the 
cord may also extend into the mediastinum. In 
cases of tumor of the posterior mediastinum seg- 
mentary disturbances of innervation should be 
looked for, and in cases of tumor of the dorsal cord 
lateral as well as anteroposterior roentgenograms of 
the chest should be made. Mediastinal tumors 
causing cord compression should be attacked first 
through a laminectomy opening, but preparation 
should be made for rib resection and opening of the 
pleura. On account of the danger attending leakage 
of spinal fluid into the pleural cavity, it may be best 
to operate in two stages, removing the intraspinal 
portion of the growth first. 

The author reports a case of spherical tumor of 
the posterior left mediastinum in a child. The 
neoplasm was removed by posterior mediastinotomy, 
during which the pleura was opened. Following the 
operation a cerebrospinal pleural effusion developed. 
Siphon drainage of the effusion was followed by 
meningitis. Finally the drainage stopped sponta- 
neously and the child recovered completely. 

Sympatheticoblastomata arising from the adre- 
nals constitute a considerable percentage of malig- 
nant neoplasms occurring in early childhood and 
infancy. Three types are distinguished: (1) neuro- 
blastomata, with tie least differentiation from the 
primitive neuroblastic cell, which are malignant 
metastasizing growths usually occurring in infancy; 
(2) ganglioneuromata, which contain differentiated 
ganglion cells and irregular strands of nerve fibrils 
and, often attain a considerable size without tending 
to metastasize; and (3) paragangliomata, small pig- 
mented chromaffin non-malignant nodules in the 
adrenal. Non-malignant adrenal ganglioneuromata 
develop retroperitoneally and displace the viscera 
anteriorly. They are well encapsulated and rather 
firm, and have the characteristic pearly luster of a 
neuromatous growth. On account of their intimate 
connection with the great vessels, they may be 
difficult to remove. The author reports a case of 
adrenal ganglioneuroma. Davin J. Impastato, M.D. 


PERIPHERAL NERVES 


Zotterman, Y.: Studies in the Peripheral Nervous 
Mechanism of Pain. Acta med. Scand., 1933, \xxx, 
185. 

This article deals with the peripheral mechanism 
mediating painful sensation. The author’s experi- 
ments extended from 1927 to 1933. During the first 
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two years the apparatus was not sufliciently sensitive 
to show the action potentials caused by burning pain 
produced by heat, water, or light applied to the cat’s 
paw or to the frog. This result, obtained without 
mechanical deformation of the skin, did not confirm 
the work reported by Adrian in 1927 in which the 
effect of the noxious stimulus (needle) was possibly 
complicated by the other cutaneous effects. In 1932 
the author verified Adrian’s finding (1931) that 
acetic acid applied to the skin of the frog produces 
small action potentials with a velocity of 18! m.p.s. 
Other noxious stimuli caused smaller potentials with 
a velocity of 512 m.p.s. It was found also that heat 
gave the same effect, that is, small action potentials 
of slow rates. However, these findings were not ob- 
tained in mammals, and the conclusion was drawn 
that, if present in mammals, they must be too small 
for present-day methods of recording. 

Pressure-cuff experiments on the human arm were 
conducted to investigate the sensation of tingling 
which the author associated with prick-sensation. 

In 9 subjects cuff-compression of from four to 
seven minutes was required to produce tingling. The 
tingling always started in from one-half to one and 
one-half minutes after release of the compression. 
As the period of compression was prolonged, the 
tingling began earlier following release of the com 
pression and lasted longer. It was always strongest 
distally and spread centripetally, thus following the 
progression of the loss of sensibility. 

Cutaneous stimulation with hairs and an algesim 
eter during cuff-compression showed that after 
twenty minutes of compression a hair stimulus ten 
times that required normally (before compression) 
was necessary for stimulation. A pricking sensation 
was associated with this greater stimulation. In the 
uncompressed arm it was obtained faintly, along 
with the sensation of touch and pressure. This pain 
ful sensation was delayed, and the delay was equal 
in the compressed and uncompressed arm. The 
algesic threshold remained constant or slightly low 
ered (from ro to 20 per cent) with compression. 
Touch and pressure fibers were not all blocked by 
compression at the same time; anesthesia was 
progressive and differential. 

The delay in response to pricking (weighted 
needle) under cuff compression was investigated. 
The reaction time was shown to be delayed after 
about twenty minutes of compression. Two or three 
minutes more of continued compression caused 
further delay, and longer compression quickly 
obliterated the prick sensation. 

The observation of Lewis, Pickering, and Roths- 
child that the higher the cuff on the arm the quicker 
the anesthesia was contirmed. It was found also 
that local pressure over a nerve which did not affect 
the blood supply to the arm produced the same type 
of paresis and anesthesia which was progressive 
centripetally. 

Experiments carried out in 1929 showed that the 
distal portion of the nerve is more resistant to lack of 
oxygen than the more proximal portion. 
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From the findings of these studies and those of 
studies carried out by others, which he reviews, the 
author concludes that conduction block as a result of 
this type of compression is probably due to several 
factors: (1) anoxemia, (2) deformation of the nerve 
by the cuff, (3) the accumulation of acid metabolites, 
and (4) injury of nerve membranes with consequent 
changes of permeability, depolarization, and loss of 
conduction. Loss of circulation to a given stretch of 
nerve is considered the most important factor in this 
type of conduction block. 

Two cuff experiments on the same arm demon- 
strated that the tingling is produced in the nerve 
trunk directly under the cuff, and that the release of 
blood to the compressed area plays an important 
part in the sensation of tingling, this sensation start- 
ing after the conduction is restored. 

As a result of his studies and those of other in- 
vestigators, the author believes that tingling corre- 
sponds to an activity of the Thunberg “prick 
nerves,” that is, to a low frequency of impulses in 
superficially ending fibers, and correlates with the 
slowly conducting fibers discovered by Adrian in 
mammalian nerves, possessing end-organs with a 
slightly higher threshold for mechanical stimuli than 
the larger touch fibers. 

He concludes that nociceptive reactions are in- 
duced from the skin by the activity of special nerve 
fibers of slower conduction rates than the touch and 
pressure fibers conduction rates corresponding to 
Erlanger’s and Gasser’s C-class fibers—and that 
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therefore the evidence produced by Foerster dem- 
onstrating that sympathetic afferent fibers are con 
cerned in pain reactions is strengthened. 

O. W. Jones, Jr., M.D. 


Ruth, H. S.: Diagnostic, Prognostic, and Thera- 
peutic Nerve Blocks. J. Am. M. Ass., 1934, Cii, 410. 


Following a review of the literature on nerve 
blocks, the author reports his experience with thera 
peutic peripheral nerve block covering a period o} 
two years. He states that the patient should be 
warned of the various sequele which follow the in- 
jection of alcohol into nerve trunks. The injection 
should be made without the induction of genera! 
anesthesia as the paresthesias during the injection 
are important for accurate localization. A few drops 
of alcohol properly placed give better results than 
several cubic centimeters injected into the surround- 
ing tissues. The injection should not be repeated 
until several days have elapsed as the maximum 
effect of the first injection is often delayed. 

The author discusses the various conditions i), 
which nerve injections are done, the informatio; 
that has been gained regarding pain pathways, an: 
the therapeutic effects of section of the sympi 
thetics. He concludes that the injection of procaii 
and alcohol into nerve tissue is not only an alterna- 
tive method but also a more or less efficacious 
method of disrupting nerve impulses with possibl 
a greater field of application than nerve section. 

ROBERT ZOLLINGER, M.D. 




















CHEST WALL AND BREAST 


Iribarne, J., and Ortiz, N. C.: Primary Tubercu- 
losis of the Breast (Tuberculosis primitiva del 
seno). Bol. Soc. de obst. y ginec. de Buenos Aires, 
1933, xii, 822. 


The authors report three cases of primary tuber- 
culosis of the female breast. The patients were six- 
teen, twenty-four, and eighteen years of age. Only 
the twenty-four-year-old patient was married and 
had borne children. The fact that one of her chil- 
dren died while it was nursing indicated that the 
patient probably had tuberculosis of the breast at 
that time although it did not become manifest until 
later, after an injury. In the case of the girl sixteen 
years of age the tuberculosis was probably initiated 
by trauma and a year later was re-activated by it. 
In none of the cases could any extra-mammary 
focus of tuberculosis be found. 

The best treatment is simple and economical 
excision of the involved tissue if the lesion is cir- 
cumscribed and surgical removal of the whole breast 
if the lesion is diffuse. The pectoral muscles and the 
aponeurosis should not be resected, and the axillary 
glands should not be cleaned out unless they are 
markedly diseased. Resection is best done with the 
radiobistoury, which closes the blood vessels and 
lymphatics. This form of surgical treatment results 
in complete cure. It was used in the second and 
third of the authors’ cases. In the first case, which 
was treated with the roentgen rays and the Kro- 
mayer lamp, there were several recurrences. Re- 
currences developed also in the second case until 
surgical treatment was given. 

AupREY Goss Morcan, M.D. 


Quick, D.: Radiation in Primary Operable Breast 
Cancer. J. Am. M. Ass., 1933, Ci, 2091. 


The author discusses the treatment of cancer of 
the breast by irradiation alone and irradiation com- 
bined with surgery. 

Irradiation is used most frequently after opera- 
tion. The author believes that operation with post- 
operative irradiation is followed more frequently by 
freedom from evidence of the disease at the end of 
a period of five years than treatment by operation 
alone. 

He states that in primary operable cancer of the 
breast, pre-operative irradiation with X-rays of 
maximum intensity offers more than any other type 
of irradiation. While destruction of all of the malig 
nant cells is not expected, many of the cells are 
completely destroyed. The chief effect is inhibition 
of the growth of the tumor and regressive and degen- 
erative changes in the tumor bed and cells. Prefer 
ably, the irradiation should precede the operation by 
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six or eight weeks. The axillary fibrosis resulting 
from the irradiation renders axillary dissection 
slightly more difficult, but healing is not impaired. 
All patients given pre-operative irradiation should 
also receive postoperative irradiation. 

When cancer of the breast once becomes inoper- 
able it remains inoperable. As a rule the more 
spectacular the regression of the tumor under ir- 
radiation, the greater its malignancy and the greater 
the danger in surgical approach. 

In the author’s opinion there is no convincing 
evidence that the combination of irradiation of the 
ovaries with pre-operative and postoperative irradia 
tion of the breast is of any practical value. 

While the use of irradiation alone may at times be 
justifiable or even the best form of treatment in 
certain cases of primary operable cancer of the 
breast, such as those of patients unable to stand 
operation and those of very young patients, in which 
surgery gives uniformly poor results, it cannot yet 
be regarded as the method of choice in the majority 
of cases. In general, the results obtained in cancer 
of the breast have been markedly improved by 
radical operation preceded and followed by irradia- 
tion. Eary O. Latimer, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Moore, J. A.: Intrapleural Pneumolysis. J. 
Thoracic Surg., 1934, iii, 276. 


Moore regards the thoracoscope of Unverricht as 
the best instrument for the operation of closed intra- 
pleural pneumolysis, and the electrosurgical method 
as superior to the cautery method. He believes that 
Mauerer’s technique of dividing an adhesion at its 
parietal insertion should increase the indications for 
the operation and greatly reduce the incidence of 
empyema. 

A study of the reported results of the closed meth- 
od indicates that it is of value as an adjunct to the 
artificial pneumothorax treatment of pulmonary 
tuberculosis and is safer and more effective than the 
open method. ELIzABETH M. CRANSTON. 


Sergent, E., and Iselin. M.: Abscess of the Lung 
with Pleural Effusion. J. Thoracic Surg., 1933, 
lll, 109. 

The authors emphasize the gravity of pleural 
effusion in cases of lung abscess. Three types are 
described: (1) pleural phlegmon due to the direct 
rupture of an abscess into a free pleural space, (2) en- 
capsulated effusion due to direct rupture or the 
spread of a distant infection in the presence of ad- 
hesions, and (3) diffuse pleural effusion due to 
extension of a suppurative process in the lung. The 
last two types are discussed in detail. In the en- 
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capsulated type, which is a slowly developing proc- 
ess, the presence of air suggests the rupture of an 
abscess into the pleural space, and the pus shows 
organisms similar to those in the sputum. 

When the empyema masks the signs of abscess the 
diagnosis is difficult. However, following drainage 
of the empyema the symptoms may suggest an 
abscess and the site of the abscess may sometimes 
be revealed by a roentgenogram. Iodized oil may 
be of aid in the localization. 

The best results are obtained by treatment in 
cases of encapsulated abscess. In some cases drain- 
age of the empyema results in cure. When the 
symptoms persist, aspiration may reveal the pocket. 
Drainage into the thoracotomy wound then leads 
to cure. 

When, in cases of the third type of effusion, the 
abscess is recognized and localized, a large thora- 
cotomy is advisable and drainage of both the pleural 
space and the abscess may be accomplished in one 
stage. However, this procedure is not applicable to 
many patients. 

When the abscess is not localized, the empyema 
should be drained and exploration for the abscess 
should be done later. Failure of improvement to 
occur after drainage suggests multiple pockets re- 
quiring localization and drainage. 

WIiLtarp VAN Hazet, M.D. 


Overholt, R. H.: The Treatment of Pulmonary 
Abscess by Peripheral Lung Fixation and 
Regional Thoracoplasty. J. Thoracic Surg., 1933, 
ili, 134. 

The author recommends obliteration of the cavity 
of a pulmonary abscess by peripheral fixation of the 
lung and regional thoracoplasty. This procedure is 
performed in three stages. In the first stage the ribs 
are exposed by the formation of a large flap and the 
region of the lung to be collapsed is marked off by 
inserting gauze saturated with iodine beneath the 
uppermost and lowermost rib of the area and be- 
neath the periosteum of a segment of the intervening 
ribs at the periphery. The wound is then closed. 
In the second stage, which is performed from ten to 
fourteen days later, exposure is obtained as in the 
first stage and the periosteum is stripped from all 
of the ribs within the area marked off in the first 
stage. This allows the pleura to fall from the ribs. 
The space between the ribs and the pleura is then 
packed with vaselined gauze. The ribs are pre- 
served for counterpressure. In the third stage, 
which is performed after another interval of from 
ten to fourteen days, the ribs within the area of 
collapse are resected, the gauze packs are removed, 
the wound is closed, and a compression dressing is 
applied. 

From experiments on dogs the author concluded 
that in the use of this procedure the desired area or 
lobe is collapsed more effectively than by other 
methods and there is less interference with the other 
lobes than when collapse is produced without periph- 
eral fixation of the lung. He believes that in cases 
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of lower lobe abscess, phrenico-exeresis is more 
effective when it is preceded by peripheral fixation 
because the lung is prevented from shifting its po- 
sition. 

Three clinical cases with a favorable prognosis are 
reported. C. G. SHEARON, M.D. 


Peroni, A.: Inflammatory Tumors of the Bronchi: 
Experimental and Pathological Consideration. 
Arch. Otolaryngol., 1934, xix, 1. 


Unsuccessful attempts were made to reproduce 
experimentally the benign bronchial tumors of in- 
flammatory origin described by the Jacksons. These 
tumors are not true blastomata, but their histological 
structure is similar to that of certain other hyper- 
plastic processes supposedly of inflammatory origin 
such as polyps of the nose and larynx. They are 
easily differentiated from the common granulation 
seen in the bronchi in cases of long-standing foreign 
bodies for they are tumors of a permanent character 
and are subepithelial. 

These tumors do not seem to be produced by the 
irritating action of the pus coming from suppurative 
processes of the bronchi. By obstructing the bronchus 
they tend to cause bronchiectasis and suppurative 
disease of the lung. They may represent a herniation 
of chronic inflammatory tissue coming from’carnifica 
tion processes of the lung into the bronchial lumen. 
As a rule there is a history of frequent attacks of 
influenzal bronchopneumonia with an atypical 
course. In the present state of our knowledge these 
tumors appear to be classified most satisfactorily as 
inflammatory polyps of the bronchi. 

GrorcE A. Cottett, M.D. 


Spasokukockij and Vinograd-Finkel: The Patho- 
genesis of Acute Empyema (Zur Frage der 
Pathogenese akuter eitriger Pleuritiden). Nov. chir. 
Arch., 1933, Xxviii, 369. 

Dissatisfied with the empirical method in the 
treatment of acute empyema, the authors undertook 
the task of studying the pathogenesis of the disease 
in their own material (more than 100 cases operated 
on in the last two years) in order thereby to arrive at 
a more satisfactory management. From their find 
ings they came to the conclusion that acute em 
pyema is usually a secondary rather than a primary 
disease. The primary form is uncommon. Among 
their own cases, the authors were able to find only 
2 of the primary type—one in which the infection 
entered the pleural cavity directly from a gunshot 
wound of the chest, and the other from a perforation 
of the cesophagus. Nearly all of the patients wer: 
referred to the authors with the diagnosis empyema 
without involvement of other organs. In only 7 was 
the empyema complicated by some other condition 
such as neoplasm, gangrene of the lung, or bronchi 
ectasis. At autopsy in 17 cases pulmonary sup 
puration was found definitely in 12 cases and could 
not be positively excluded in 5. 

In the cases of the patients who recovered or sur 
vived there were clinical symptoms suggesting the 











presence of suppuration of the lungs. The authors 
divide these cases into 2 groups—those with positive 
evidence of lung suppuration and those with less 
certain evidence of that condition. In the first group 
were the cases with roentgenologically demonstrated 
lung abscesses, spontaneous pneumothorax, the 
clinical picture of rupture of a lung abscess into the 
pleural cavity, and the expectoration of gangrenous 
lung tissue. In the second group were cases with 
copious expectoration which stopped after the forma- 
tion of the empyema. The diagnosis of lung abscess 
associated with acute empyema is based on the fol- 
lowing criteria: 

1. The findings of roentgen examination (thora- 
coscopy and thoracography) immediately after 
thoracentesis. 

2. The findings of repeated thoracoscopic ex- 
aminations soon after the operation. 

3. The findings of microscopic examination of the 
sputum for elastic fibers and blood. 

4. The expectoration once or continuously of 
large amounts of pus. 

5. Evidence of bronchopleuropulmonary fistule 
during the postoperative course after drainage of the 
empyema. 

6. Metastatic infection of organs at a distance 
(thrombophlebitis of the pulmonary veins following 
pulmonary suppuration, and infected emboli arising 
therefrom. 

The authors are of the opinion that encapsulated 
empyema may likewise have its origin in pulmonary 
suppuration. The onset and fate of serous effusion 
also seem to support their theory that acute empye- 
ma has its origin in pulmonary suppuration. Con- 
trary to the general belief, the serous exudate is 
often infected, sometimes containing even strepto- 
cocci. Later it becomes absorbed or changed to a 
seropurulent or frankly purulent exudate. This re- 
sult depends, not on secondary infection (possibly 
from aspiration), but on the primary presence of a 
focus of suppuration in the parenchyma of the lung, 
pleural irritation, and subsequent infection of the 
effusion by extension. Consequently, empyema is 
not a primary, but a secondary disease, usually 
metapneumonic, depending on suppuration in the 
lung. 

The treatment depends on the type of the pleu- 
tisy—whether it is serous, seropurulent, purulent, 
encapsulated, or associated with pneumothorax 
and must be correlated with the degree and charac 
ter of the process in the lung. 

“experience shows that early pleurotomy, even a 
closed one, is of no value in the first days of the 
formation of a purulent exudate, when the lung is 
still involved by an acute suppurative process; on the 
contrary it may even be detrimental. 


Several careful aspirations of the pus—so-called 


decompression punctures—are of great value, im- 
proving the expansion of the lung, favoring oblitera- 
tion of the cavities from which the pus is removed, 
and preventing the development of chronic em- 
pyema and residual cavities. 


G. Atpov (Z). 


SURGERY OF 








THE 





CHEST 


HEART AND PERICARDIUM 


Ramsdell, E. G.: Stab Wounds of the Heart. Ann 
Surg., 1934, XCix, 141. 

The author reports a case of stab wound of the 
right ventricle which was operated upon successfully. 
The patient, a negro forty-one years of age, received 
a knife wound in the left fifth interspace about 2 cm 
to the inner side of the nipple. Operation was per- 
formed under general anesthesia about one and a 
half hours after the injury. From the stab wound an 
incision was made upward along the sternal margin 
and downward obliquely along the eighth rib. The 
left pleural cavity was found open and partially 
filled with blood. The pericardium was exposed by 
dividing the fourth, fifth, sixth, and seventh costal 
cartilages. 

On the upper anterior surface of the pericardium 
a wound about 2 cm. long was found. When the 
pericardial sac was opened, a freely bleeding wound 
of the right ventricle was seen. This was closed with 
two interrupted sutures of silk. After evacuation 
of the clots, the pericardium was closed with inter- 
rupted widely spaced chromic sutures. The chest 
wall was closed in layers with drainage. 

Heart action became regular in a few hours. After 
an uneventful convalescence the patient was dis- 
charged on the nineteenth postoperative day. Five 
and a half months after the injury the only ab- 
normality noted on electrocardiography was an in- 
verted T wave in Leads 1 and 2, indicating ‘‘disease 
of the ventricular muscle.”’ 

The author emphasizes that the possibility of 
injury to the heart should be considered in all cases 
of penetrating wounds of the chest, and that the 
formation of a chondroplastic flap through an inter- 
costal incision is the easiest approach. 

To date, 427 cases of wounds of the heart have 
been reported. Forty-nine were collected by the 
author since Schoenfeld’s report in 1927. Two 
hundred and thirty-three of the patients recovered, 
and 195 (45.56 per cent) died. Among the so cases 
tabulated by the author there were 19 of wounds of 
the left ventricle with recovery in to; 12 of wounds 
of the right ventricle with recovery in 10; 3 of wounds 
of the left auricle with recovery in 1; 2 of wounds 
of the right auricle with recovery in 1; and 14 of 
miscellaneous wounds of the heart with recovery in 
11. The mortality in the 50 cases was 34 per cent 

The article has an extensive bibliography. 

Artuur S. W. Tourorr, M.D. 


Burke, E. M.: Metastatic Tumors of the Heart. 
Am. J. Cancer, 1934, XX, 33. 


The author reports 14 cases of metastatic tumor 
of the heart which were found at autopsy among 327 
known cases of malignancy. The 14 cases included 1 
each of carcinoma of the ovary, Hodgkin’s disease. 
epithelioma of the cesophagus, lymphosarcoma of 
the neck, epithelioma of the tongue, endothelioma of 
the pelvis, melanoma of the wrist, epithelioma of the 
larynx, lymphosarcoma of the bowel, embryonal 
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tumor of the kidney, epithelioma of the labia, and 
melanoma of the back, and 2 of carcinoma of the 
breast. The subjects ranged in age from twelve to 
sixty-five years. Eight of them were males. 

The degree of involvement of the heart muscle 
varied from minute implants to replacement of a 
considerable portion of the heart muscle by tumor 
tissue. The heart valves were not involved in any 
of the cases. In the majority, the left side of the 
heart was more involved than the right side. In 
none were metastases to the heart suspected during 
life. 

The author suggests that the implantation of 
tumor cells in the heart may occur: (1) as the result 
of invasion of the blood vessels of the lungs by 
metastatic growths, (2) by way of the lymphatic 
duct and the superior vena cava through the bron- 
chial and azygos veins, or (3) by retrograde conduc- 
tion along the lymphatic channels. In 13 of the 14 
cases reported there were metastases in the lungs. 

C. G. SHEARON, M.D. 


Piersol, M. H., Griffith, G. C., O’Hara, F. J., and 
Lee, W. E.: The Operation of Cardiolysis in 
Adhesive Pericarditis with Pick’s Syndrome. 
Ann. Surg., 1934, XCix, 152. 

Surgical intervention to cure adhesive pericarditis 
was first suggested by Weil in 1895. DeLorme in 
1898 was the first to propose decortication of the 
heart. This operation was first performed by Sauer- 
bruch in 1913. In 1902, Brauer proposed a much 
simpler procedure, namely, excision of ribs and 
costal cartilages over the precordium. This opera- 
tion was successfully performed by Peterson in 1902. 
The authors believe that, as a rule, the DeLorme 
rather than the Brauer procedure is indicated. 

One great danger in surgery of the pericardium is 
the possibility of injuring the pleura. The “tri- 
angle of safety’’ first described by Voenitch in 1897 
is a small area uncovered by pleura in front of the 
pericardium and beneath the sternum. This area is 
extremely variable in size and location. Bourne 
mentioned two other dangers associated with opera- 
tions on the heart: (1) the danger from firm adhe- 
sions to the chest wall and neighboring tissues, and 
(2) the danger of rekindling local inflammatory 
processes by mechanical interference. 

The transsternal approach is comparatively easy, 
but does not give sufficient exposure. Splitting of 
the sternum has been proposed, but is a shocking 
procedure. Shipley has devised a combined trans- 
sternal and chondroxiphoid approach which he con- 
siders the method of choice. By this method the un- 
covered portion of the pericardium and left margin 
of the pleura are exposed. The left pleura can then 
be reflected laterally and the pericardium opened. 

It is important to attempt to differentiate con- 
strictive mediastinopericarditis (Pick’s disease) from 
polyserositis. In the former the fundamental diffi- 
culty is pericardial and the pleural effusion, ascites, 
and hepatic enlargement are secondary to circula- 
tory obstruction. In the latter, the pericardial dis- 
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ease is part of a process which causes also chronic 
perihepatitis as the result of a low-grade chronic in- 
flammatory reaction of the peritoneum about the 
diaphragm which gradually involves the pericardium 
and pleure. The two conditions are similar and per- 
haps at times indistinguishable, but from the stand- 
point of surgical treatment an attempt at differen- 
tiation should be made. Since in Pick’s disease the 
symptoms are due to primary pericardial involve- 
ment, cardiolysis would seem to offer more hope of 
relief in this condition than in polyserositis in which 
the chronic inflammatory process continues even 
when decompression of the heart has been performed. 

The authors report two cases in great detail. The 
first was that of a man twenty-five years of age who 
was suffering from a constrictive mediastinopericardi 
tis which apparently was due toa bilateral pneumonia 
occurring seven years previously. The diagnosis was 
based on the following findings: (1) venous engorge 
ment and dependent oedema with hepatic and spleni: 
enlargement; (2) slight cardiac enlargement with 
negative physical findings; (3) a lowered arterial ten 
sion; (4) a history of bilateral pneumonia; and (5 
increased venous pressure. At operation the heart 
was freed and a section of pericardium measuring 
about 6 by 3.5 cm. was removed. Although the 
arterial pressure rose and the venous pressure fell, 
demonstrating that the operation had been effective, 
the patient died ten weeks later. 

In the second case, that of a boy of thirteen years, 
the diagnosis was confirmed by X-ray examination 
which demonstrated calcification of the pericardium 
Operation was performed in two stages because dur- 
ing the procedure the patient’s condition became 
critical. Following the second stage very great 
improvement was noted. The arterial and venous 
pressures became normal, the liver and spleen 
receded, and the cedema of the extremities dis- 
appeared. Artuur S. W. Tourorr, M.D. 


(2SOPHAGUS AND MEDIASTINUM 


Gonzalez, A. A.: Dilatation of the Gsophagus; 
Megecesophagus; Cardiospasm (Dilatacién de! 
es6fago, megaes6fago, cardioespasmo). Cirug 
Cirujanos, 1933, P- 95. 

This article is limited to the diffuse dilatation of 
the cesophagus which in some instances is un- 
doubtedly congenital and in others is due to dis- 
turbances of the sympathetic nervous system. 

Essential diffuse dilatation with true enlargement 
in all directions is properly termed ‘congenital 
megoesophagus.” In some instances it is a mani- 
festation of the functional inferiority associated with 
visceroptosis; in others, of visceral gigantism. It 
often remains latent until a secondary cardiospasm 
develops. The author reports the case of a man of 
thirty-five years whose symptoms were precipitated 
by an cesophagitis with resulting cardiospasm. 

Gonzalez agrees with Keith and Abell regarding 
the existence of a true inferior oesophageal sphincte: 
He bases his opinion chiefly on Keith’s findings i» 
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the cadaver. He states that sympathetic over- 
stimulation of the cesophagus would provoke cardio- 
spasm with consequent hypertrophy of the muscle 
fibers and, in the phase of fatigue, a terminal dilata- 
tion. The permanent congestion in the submucosa 
may cause connective tissue formations analogous 
to hemorrhoids. This condition may be the basis 
of a true organic stenosis. In the latter condition 
Heller’s cardicesophagoplasty gives good results. 

The author reports five cases of cardiospasm 
treated by Plummer’s method with excellent results. 
He believes that Plummer’s method is the procedure 
of choice for uncomplicated cases. If it is unsuc- 
cessful, dilatation with forceps through a gastros- 
tomy opening is permissible. 

The article contains roentgenograms and ana- 
tomical drawings. M. E. Morsg, M.D. 


Waldbott, G. L.: So-Called ‘‘Thymic Death.”’ 
The Pathological Process in Thirty-Four Cases. 
Am. J. Dis. Child., 1934, xlvii, 41. 

The author examined the records of 122 cases in 
which status thymolymphaticus was given as the 
cause of death. These records came from the 
pathologists of 10 hospitals. Sixty-eight cases were 
excluded from the study because the lymphoid 
hyperplasia was associated with some other con- 
dition such as hyperthyroidism, birth trauma, 
gastro-enteritis, and respiratory infection which 
might itself have been sufficient to cause death. 

The 34 remaining cases were those of 6 adults and 
28 children. Nineteen of the patients were females. 
Most of the patients had been in perfect health up 
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to the time of death and were free from pathological 
lesions indicating previous disease. ‘The average 
weight of the thymus gland was 35.2 gm. The 
largest thymus weighed 85 gm. In 16 cases minor 
incidents, ordinarily non-fatal, occurred just before 
death. In 7 cases dyspnoea, stridor, fever, and shock 
occurred, 

In all of the cases uniform and characteristic 
changes consisting of capillary congestion and 
extravasation of blood cells and cedematous fluid 
were found in the lungs. These lesions alternated 
with areas of emphysema and atelectasis. In 17 
cases petechial hemorrhages were found in the 
heart, pleura, lymph nodes, and other viscera. In 
some, dilatation of the right side of the heart, 
degenerative changes in the liver, and edema and 
capillary congestion in other organs were found. 
Hypoplasia of the suprarenal glands and hyperplasia 
of the lymphoid organs were present. 

Comparison of this pathological process with that 
found in anaphylactic shock in man shows a close 
resemblance, if not complete identity, of the two 
conditions. This is suggested also by eosinophilia of 
the tissues and an allergic family or personal history. 

From his findings the author concludes that death 
may be the result of a primary anaphylactic oedema 
of the lungs and ensuing asphyxiation. This theory 
is based on the assumption that anaphylactic shock 
may occur from the incorporation of non-protein 
substances in the body, and that absorption of 
shock-producing antigen may take place by ways 
other than injection. Evidence supporting this 
assumption is presented. J. DANTEL WIttems, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Carnett, J. B.: Pain and Tenderness of the Ab- 
dominal Wall. J. Am. M. Ass., 1934, cii, 345. 


Carnett states that pain and tenderness occur far 
more frequently in the abdominal wall than in the 
abdominal viscera. Palpation over relaxed abdomi- 
nal muscles fails completely to differentiate parietal 
from visceral tenderness. Parietal tenderness, and, 
inferentially, pain are demonstrated best by making 
firm palpation while the patient balloons out the 
abdomen and holds the abdominal muscles as tense 
as possible. Any tenderness thereby disclosed is nec- 
essarily parietal as the tense muscles keep the ex- 
aminer’s fingers from coming into contact with the 
viscera. 

Hypersensitiveness to pricking or stroking of the 
abdominal skin with a pin or to the pinching of a 
liberal fold of skin and fat indicates parietal tender- 
ness. The author believes that parietal pain and 
tenderness of the abdomen are usually due to neu- 
ralgia and are independent of intra-abdominal le- 
sions. The acute lesions, he states, are usually due 
to acute infections that do not require operation and 
disappear rapidly on subsidence of the toxemia re- 
sulting from the infections. In chronic neuralgia the 
usual cause is some form of spinal trouble such as 
scoliosis, excessive lumbar lordosis, or spinal arthri- 


tis. Carnett does not regard parietal pain as the 
usual surface manifestation of visceral disease re- 
sulting from the viscerosensory reflex (Mackenzie, 
Head, Sherren), and does not accept Morley’s theory 
that parietal symptoms are brought about by a 


peritoneocutaneous reflex. Jacos M. Mora, M.D. 


Vaccines and Sera in Peritonitis (Vac- 
Rozhl. Chir. a 


Cisler, J.: 
cinen und Sera bei Peritonitis). 
Gynaek. C. chir., 1933, Xii, 115. 

Cisler reviews the literature on the bacteriology of 
peritonitis due to appendicitis, citing the work of 
Weinberg, William, Katzenstein, Aschoff, Lohr- 
Rassfeld, and Haenschen and the various sera pre- 
pared and tested by them. On the basis of the types 
of bacteria found by Aschoff and Lohr-Rassfeld, and 
at the suggestion of Jirasek, a serum has been de- 
veloped which has been used in about fifteen cases to 
date. The beneficial effect is manifested by a fall in 
the temperature, slowing and improvement in the 
quality of the pulse, and improvement of the general 
condition. 

The author mentions the various methods of ad- 
ministering the serum. He favors the earliest possible 
intravenous administration of approximately 100 
c. cm. at one time. If necessary, this should be re- 
peated on the second, third, and possibly the fourth 
day. Other reliable methods should not be neglected. 


The mortality in the author’s clinic has fallen from 
25 to 15.9 per cent. How much of the decrease can 
be attributed to the use of the serum is unknown. 
Further careful observation is necessary. 

Haim (Z). 


Salici, L.: Experimental Researches on the Action 
of Hypertonic Solutions in Perforation Peri- 
tonitis (Ricerche sperimentali sull’azione delle 
soluzioni ipertoniche nelle peritoniti da perforazione). 
Clin. chir., 1933, ix, 1140. 

The author reports experiments carried out on 
rabbits to determine the relative merits of hyper- 
tonic salt and glucose solutions given intravenously 
in perforation peritonitis. Intestinal perforation 
and secondary peritonitis were produced by com- 
pletely severing a loop of small bowel through a mid- 
line incision of the abdomen and then tightly closing 
the abdomen after satisfactory hemostasis had been 
obtained. The animals were not anesthetized as 
it was feared that anesthesia might lead to errors of 
interpretation. The rabbits were divided into seven 
groups. The procedure and the results in each 
group were as follows: 

Group 1, the control group, ten rabbits. No 
treatment given. Death occurred on an average of 
eleven hours after the operation. 

Group 2, ten rabbits. One cubic centimeter of a 
hypertonic (10 per cent) salt solution per kilogram 
of body weight was injected through the marginal 
ear vein immediately after the operation. Death 
occurred on an average of twenty-five hours after 
the operation. 

Group 3, ten rabbits. The same salt solution in 
the same concentration and dosage was injected 
intravenously five hours after the operation. Death 
occurred on an average fourteen hours after the op- 
eration. 

Group 4, four rabbits. The same salt solution in 
the same concentration and dosage was injected ten 
hours after the operation. Death occurred on an 
average of fourteen hours after the operation. 

Group 5, twelve rabbits. One cubic centimeter 
of hypertonic (20 per cent) glucose solution per 
kilogram of body weight was injected intravenously 
immediately after the operation. Death occurred 
on an average of eight and three-tenths hours after 
the operation. 

Group 6, ten rabbits. The same glucose solution 
in the same concentration and dosage was injected 
five hours after the operation. Death occurred on 
on an average of twelve hours after the operation. 

Group 7, six rabbits. The same glucose solution 
in the same concentration and dosage was injected 
ten hours after the operation.. Death occurred on 
an average of twelve hours after the operation. 
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From his findings the author draws the following 
conclusions: 

1. Hypertonic salt solution had a more beneficial 
effect on the course of the perforation peritonitis 
than hypertonic glucose solution. 

2. The beneficial action was most pronounced 
when the salt solution was given early. 

3. Hypertonic glucose solution had a decidedly 
unfavorable effect on the course of the perforation 
peritonitis. 

4. The favorable action of the salt solution was 
propably due to a hypochloremia resulting from a 
relative dehydration of the tissues. 

GrorGE C. Frnoita, M.D. 


GASTRO-INTESTINAL TRACT 


Westphal, K.: Irritable Stomach, Gastritis, and 
Peptic Ulcer (Reizmagen, Gastritis, und peptische 
Ulcera). Zéschr. f. klin. Med., 1933, xxiv, 653. 

In studies of ten resection specimens the author 
confirmed the accepted histological findings in 
gastric ulcer. He states that the mildness of the in- 
flammatory changes found in the gastric mucosa in 
some cases is explained by the pre-operative dietary 
and medical treatment. The frequently marked 
hypertrophy of the muscular elements of the gastric 
wall and the elevation and hypertrophy of the 
mucosal ruge are to be regarded as anatomical signs 
of exaggerated physiological function. In four ex- 
periments on animals he placed a viable resection 
specimen in physiological salt solution at body 
temperature and then added 1 or 2 c. cm. of a 1 per 
cent pilocarpin solution for pharmacological stimula- 


tion of the vagus. In every instance this was fol- 
lowed by the formation of mucosal folds not previ- 
ously evident and a distinct increase in the elevation 
of the folds previously present, all of which dis- 


appeared when the specimen died. Histological 
examinations of a depressed fold showed local 
thickening, and on cross-section a triangular ar- 
rangement of the muscularis mucose with the apex 
toward the mucosa. The histological findings in the 
mucous membrane (cellular exudation, pin-point 
erosions) never progressed beyond those which the 
author observed in dogs subjected to vagus irrita- 
tion. 

The pale, anemic, oedematous areas seen in the 
experiments on dogs were not found in clinical cases 
of ulcer. The frequently extensive lymph-follicle 
development is regarded, not as a manifestation of 
chronic inflammation, but as a primary constitu- 
tional anomaly. The well-known proliferation of 
the mucosa and the muscularis mucose seen at the 
borders of chronic ulcers is interpreted as a sign of 
increased physiological function. From these facts 
the author draws the following conclusion: ‘‘On the 
basis of these anatomicohistological findings in the 
ulcerated stomach as well as on the basis of other 
observations the concept of the hyper-ergic stomach 
which develops following experimental chronic irrita- 
tion of the vagus differs from that of gastritis.” 


5°9 


Ulcerous gastritis begins with the preformed ero- 
sions of vasomotor peptic origin. It is limited to the 
antrum and is not a diffuse gastritis. The marked 
pin-point erosions probably represent the transition 
from the normal to the pathological. The author be- 
lieves that they may develop relatively easily from 
the hyper-ergic irritable stomach. He attempts new 
pathological interpretations based on the assumption 
of a primary endogenous constitutional hypo-ergic or 
hyper-ergic gastric function. The irritable stomach 
seems frequently to be in a pre-ulcerous state. A 
gastric or duodenal ulcer practically never develops 
from a true gastritis or gastro-enteritis. 

The author believes that there are a large number 
of individuals with gastric complaints suggesting 
ulcer who have neither an ulcer nor a gastritis. In 
the cases of such persons the diagnosis of dyspepsia 
is inadequate. In the author’s opinion the basis of 
these conditions is, according to the state of gastric 
function, a hyper-ergic or hypo-ergic irritable stom- 
ach (vagotropic increase of function or sympathet- 
icotropic inhibition of function). 

In cases of hyper-ergic irritable stomach there is 
severe early or late pain with frequently increased 
acid values and a normal or only slightly increased 
cell count and leucocyte percentage in the gastric 
juice. Roentgenographic examination shows a good 
or markedly tonic stomach with usually vigorous 
peristalsis and high and sometimes slightly nar 
rowed, but more frequently slightly broadened, 
folds. In cases of hypo-ergic irritable stomach there 
is severe early and late pain with usually an achylia 
which is not yet histamin-resistant, at times only 
marked hypo-acidity, and a normal or low cell count 
and leucocyte percentage in the gastric juice. 
Roentgenographic examination shows surprisingly 
broad mucosal folds in the cardia and occasionally 
rapid emptying of the stomach. These two syn- 
dromes are not indicative of true gastritis. 

The author recognizes still another syndrome, 
which he designates as ‘“‘hyper-ergic irritable 
stomach of the second grade’ or ‘‘hyper-ergic 
gastritis.” In this condition there is marked 
broadening of the mucous membrane folds with an 
increase in the cell count to 1,500 and a high 
leucocyte percentage (from 60 to 70 per cent) in 
the gastric juice. The author considers this a true 
fundus gastritis without much disturbance of the 
hydrochloric acid secretion due to pre-stasis phe 
nomena in the capillaries and smallest veins of the 
mucosa which he has demonstrated experimentally 
to be secondary to prolonged vagus irritation. From 
this stasis a localized ccdema, hemorrhages due to 
diapedesis, hemorrhagic infarction, and haemor- 
rhagic erosions in the fundus develop. The author 
believes this process is similar to that occurring in 
the mucous membrane of the uterus. For the de 
velopment of erosions in the region of the antrum a 
gastric juice containing hydrochloric acid is neces 
sary. The marked cellular exudation or very small 
pin-point erosions undergo further development as 
the result of vasomotor irritation in the nature of a 





510 INTERNATIONAL ABSTRACT OF SURGERY 


sudden circumscribed ischemia with the secondary 
migration of the histiocytes in this area toward the 
gastric lumen, the development of cedema, and 
finally peptic digestion leading to a well-developed 
erosion which may extend down to the lower third 
of the mucosa. The hydrochloric acid and pepsin 
of the gastric juice and the pathologically increased 
vasomotor reaction are therefore the important 
factors in this process. However, the hydrochloric 
acid alone is not capable of causing the deep erosions. 
The-development of an erosion requires more than a 
simple superficial tissue defect caused by hydro- 
chloric acid in the concentration found in every 
stomach; otherwise we would all develop ulcer. 

The process of ulcer formation follows in general 
that of the described erosion formation. Less fre- 
quent are ulcers which develop suddenly from an at 
first possibly anemic and later hemorrhagic in- 
farction due to a vasomotor disturbance. The 
chronicity of the ulcer is explained by mechanical 
factors such as vigorous contractions of the mus- 
cularis propria secondary to mechanical irritation 
which cause ischemia of the ulcer bed in ‘vagus 
irritated stomachs” and in areas which are ap- 
parently susceptible because of marked develop- 
ment of the intramural nervous system and poor 
blood-vessel anastomoses (lesser curvature and pre- 
pyloric area). 

Attention is called to the well-known seasonal 
variations in the incidence of ulcer of the stomach 
and duodenum. 

To answer the question as to how such a grave 
hyper-ergy may develop from the normal functional 
stimulation in normal digestion various explanations 
are suggested. 

As treatment, chiefly regulation of the diet is 
recommended. Konyetzny (Z). 
Hertel, E., and Sartorius, F.: Experimental In- 

vestigations on the Effect of Gastric Resection 
on the Bacteriology and Chemistry of the Small 
Intestine, and Its Clinical Significance (Ix- 
perimentelle Untersuchungen ueber den Einfluss 
der Magenresektion auf Bakteriologie und Chemie 
des Duenndarms und ihre klinische Bedeutung). 
Arch. f. clin. Chir., 1933, clxxvi, 197. 

In a previous article, Hertel reported experi- 
ments carried out on animals to determine the 
effect of gastric resection on motor function, diges- 
tion, and the absorption of nourishment in the small 
bowel. In the experiments reported in this article 
the authors studied the bacterial and chemical 
conditions of the contents of the small intestine in 
dogs with a fistula made in the upper, middle, or 
lower portion of the small bowel. One group of 
dogs were used as controls and the others subjected 
to a Billroth I or a Billroth IT resection. 

When chyme was removed from the intestine 
through a high fistula following feedings with meat, 
milk, or whey, the number and growth of bacteria 
were found to be considerably less in the control 
dogs than in the dogs subjected to gastric resection. 
The authors explain this finding by the fact that, 


after the Billroth I operation, and especially after 
the Billroth II resection, the food remains in the 
stomach such a relatively short time that it is much 
less acidified than under normal conditions and 
therefore bacterial growth is favored to a greater 
extent than in the normal stomach in which hydro- 
chloric acid exerts a sufficient action. After the 
Billroth II resection there is, in addition, a dis- 
turbance of the anatomy, and regurgitation of the 
food elements occurs into the excluded duodenal 
loop with resulting greater alkalinization of the 
chyme which favors earlier multiplication of bac- 
teria. 

In the experiments on dogs with a fistula in the 
middle portion of the small intestine it was found 
that after both methods of gastric resection the 
bacterial content of the chyme was considerably 
greater than in the control dogs. ‘This finding in- 
dicates that, after resection, a marked bacterial 
growth occurs in the proximal half of the small 
intestine even before the beginning of the passage 
of chyme. 

In the experiments in which the fistula was made 
in the lower part of the small intestine no marked 
quantitative difference in the bacteria was found 
between the animals subjected to resection of the 
stomach and the controls. Nevertheless, indol 
studies showed that the character of the bacteria in 
this part of the intestine was different, for in the 
dogs subjected to resection of the stomach marked 
decomposition processes occurred and there was a 
decided predominance of gram-positive, apparently 
anaérobic bacteria. 

From the clinical standpoint it may be said that 
in the resected stomach, as the result of the loss of 
acid and rapid emptying, achylia gastrica develops, 
and that, as a result of the failure of disinfection by 
the stomach, bacteria wandering back from the 
colon are not killed in the stomach but find there a 
favorable environment. In this return of bacteria 
from the lower segments of the intestine into the 
stomach the exclusion of the pylorus in the resec 
tion also plays a part. The findings of Loehr and 
Bitter with regard to the presence of colonic flora 
in the anacid resected stomach are in agreement with 
the findings of the authors’ experiments. Never 
theless, symptoms following resection depend less 
on the bacterial content of the stomach and in 
testine than on faulty digestion of the food and 
faulty assimilation of the food elements. 

These problems were also investigated by the 
authors in their animals with fistulae. After meat 
feeding, indol determinations made on chyme ob- 
tained through the fistulae made in the middle and 
the lower part of the small intestine were highest in 
the cases of the dogs subjected to resection by the 
Billroth II method, lower in those operated upon by 
the Billroth I method, and lowest in the controls. 
After milk and whey feedings the findings were 
usually reversed. The authors attribute this re 
versal to the fact that in the resected stomach 
emptying occurs precipitately and a liquid food has 
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less opportunity to decompose than solid food. In 
agreement with these observations are the better 
clinical results obtained with a lactovegetable diet 
after surgery of the stomach. 

Parallel with the indol determinations were the 
determinations of the excretion of indican. The 
investigations showed with certain regularity a re- 
Jationship between the changes of the bacterial 
flora and the indol values on the one hand and the 
clinically observed postoperative motor disturb- 
ances of the intestine after gastric resection on the 
other. The demonstrated increase in the number of 
bacteria in the small intestine and the condition 
resulting from the change in the bacteria favor the 
development of other kinds of putrefactive bacteria 
and increased toxin formation which add enteritis to 
the disease picture. The fermentation tests carried 
out on the animals also demonstrated the conditions 
which are associated with dyspeptic symptoms in 
the intact gastro-intestinal tract. The postoperative 
agastric anzmias are also related to these condi- 
tions. Apparently the association of the post- 
operative changes with a consequent gastritis is a 
prerequisite for the development of the sequelae 
described. When these findings are considered in 
relation to the often observed postoperative neuras- 
thenia, it appears probable that these patients do 
not always receive adequate consideration. How- 
ever, the complaints of a certain percentage of pa- 
tients subjected to gastric surgery are of a psycho- 
logical character. The changed bowel. conditions 
with precipitate emptying, the increased bacterial 
flora, the formation of toxins, and the increased indol 
content should be considered in the regulation of 
the diet. The diet should have a low meat content 
and should consist chiefly of milk, especially sour 
milk and lactic acid milk. Carbohydrates may also 
be given as they do not lead to the formation of 
intestinal toxins to the same extent as proteins. 
To overcome the anemia, liver and stomach prepa- 
rations or drugs containing iron should be given. 

Riess (Z). 


Righi, D.: Late Intestinal Perforations Following 
Contusion (Sulle perforazioni intestinali tardive da 
contusione). Ann. ital. di chir., 1933, xii, 1274. 


The result of the action of contusive force on the 
abdominal wall depends on a number of factors, the 
most important of which are the elastic resistance of 
the wall and the mobility of the intra-abdominal 
viscera. Notwithstanding these protective factors, 
lesions of the viscera, especially of the intestinal 
tract, are not uncommon. The part of the intestinal 
tract most frequently involved is the ileum. 

The contusive force may exert its action over a 
rather broad surface, as in injury by an automobile 
wheel, or over a more limited area, as in injury by the 
kick of a horse’s hoof. The action of the force may 
be exerted over an appreciable period of time or may 
be instantaneous. Varying also is the general type of 
action on the hollow viscera. There may be a simple 
compression such as occurs when a blunt force in 
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front compresses the intestines against the rigid 
vertebral column or the pelvis behind, or there may 
be a tearing such as occurs when the force pulls the 
loops of intestine beyond the limits of their dis- 
tensibility. Tears are especially frequent in the 
region of the ileocecal valve and the duodenojejunal 
angle where the intestine is relatively fixed by the 
peritoneum or ligaments. Bursting may be produced 
by pressure causing hyperdistension of a portion of 
the intestines. 

Righi reports a case in which the injury was of a 
still different character. The patient was a man 
twenty-seven years of age who was kicked and 
punched in the abdomen and sustained several 
shallow stab wounds of the abdominal wall and 
other portions of the body. At examination about 
forty-five minutes after the injury there were no 
positive findings of injury to the abdomen other than 
the stab wounds. The urine and feces were negative 
for blood. The patient was recovering in an ap- 
parently satisfactory manner when, fourteen days 
after the injury, about an hour after he had returned 
to bed following a short period of walking about the 
ward, and without any premonitory signs, he sud- 
denly passed into a state of collapse accompanied by 
pallor, cold sweating, loss of consciousness, an im- 
perceptible pulse, and coldness of the extremities. 
The usual treatment was given for the collapse. 
Soon after the patient regained consciousness he 
passed about 1,600 c.cm. of fluid and clotted fresh 
blood by anus, and a short while later he passed 300 
c.cm. more. Signs of air hunger then developed. 
The next day more blood was passed. When it be- 
came apparent that the bleeding was not diminish- 
ing, operative intervention was decided upon. 

“xploration of the peritoneal cavity revealed no 
signs of exudation or hemorrhage. The loops of in- 
testine were distended only moderately, and the 
greater omentum was free and intact. The large in- 
testine was normal, but the transverse colon was full 
of coagulated blood. Fluid blood was present in the 
ascending colon and the ileum to a point about 40 cm. 
from the ileocecal valve. In this region there was 
considerable discoloration with red and brown spots 
on the mesentery and bowel. The antimesenteric 
surface of the intestine at this point was also dis- 
colored as though from a necrotic process, and was 
extremely friable. The center of the region was oc- 
cupied by peculiar coagulated tissue which separated 
easily from the wall of the intestine, leaving a clean 
perforation into the lumen of the gut. The per- 
foration was closed, the abdomen drained, and the 
abdominal wall closed. 

Death occurred about fifteen hours after the 
operation. Autopsy revealed a diffuse purulent 
peritonitis although the suture lines were intact. 
Careful inspection of the anterior abdominal wall 
failed to reveal any evidence of a previous pene- 
trating wound. 

This case is interesting especially because of the 
difficulty of correlating the history and the findings 
of physical examination with the physiopathological 
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phenomena. The author considers the possibility of 
the primary presence of a simple ulcer of the ileum, 
a hemorrhagic infarct, or an anemic infarct followed 
by a direct traumatic injury of the bowel. He sug- 
gests that the perforation may have occurred at the 
time of the original injury, but was so small that it 
was closed by prolapsing mucosa. He regards it as 
more probable, however, that the late development 
of the symptoms was due to a slowly developing 
pathological process. He believes that necrotic 
processes were brought about by pressure and the 
dystrophic effect of a disturbance of the plexuses of 
Auerbach and Meissner, and that secondary bacterial 
infiltration occurred in the dead tissue. 

A review of the literature is included in the dis- 
cussion. A. Louts Rosi, M.D. 


Edwards, H. C.: Diverticula of the Duodenum and 
Jejunum. Lancet, 1934, ccxxvi, 169. 

The author limits his discussion to the acquired 
types of diverticula of the duodenum and jejunum. 
After a detailed description of several pathological 
specimens he defines the primary acquired diverticu- 
lum of the duodenum as “‘a thin-walled sac opening 
from the concave surface of the bowel at the point 
corresponding to the penetration of the wall by a 
biliary or pancreatic duct or by a blood vessel.” 
In each of the author’s five cases the fundus of the 
diverticulum was devoid of a true muscular coat, 
but otherwise there was no abnormality of the sac 
wall. The most common situation of duodenal 
diverticula is the second portion of the duodenum. 

Next to the duodenum, the most common site of 
primary acquired diverticula in the small intestine 
is the jejunum. Here these diverticula may be 
single or multiple. The smaller diverticula lie to one 
side of the mesentery, the opening in the bowel being 
lateral to the line of mesenteric attachment. In 
the author’s experience every small diverticulum is 
paired, its fellow being situated equidistant from 
the mesentery on the opposite side. Edwards 
attributes the large pouches often found to fusion of 
a pair of smaller ones. According to his observations, 
the site of origin of these diverticula is not at the 
line of attachment of the mesentery, but to one or 
the other side of it, exactly at the point of entrance 
of the blood vessels. Microscopic examination of 
such diverticula shows an artery and vein at the 
fundus. This finding with an otherwise normal pic- 
ture (except for the lack of a muscular coat) is taken 
as evidence that the pouches are hernie of mucous 
membrane through the muscular coats at points 
weakened by the penetration of blood vessels. 

The presence of a weak area in the bowel wall and 
a pulsion force from within the bowel therefore can 
account for the formation of diverticula. Although 
several other theories have been advanced with 
regard to the cause of weakness of the wall, the 
author believes that the most logical theory is that 
which takes into account the penetration of the 
vessels. The pressure within the bowel depends on 
two factors, the contents and the muscular con- 


tractions. Abnormally high pressures may occur ‘1 
the duodenum under certain circumstances, the 
condition of the pylorus being a definite factor. In 
the jejunum it is necessary to postulate some 
irregularity in muscular action to explain increased 
pressure in the lumen. 

The symptoms of duodenal diverticula are not 
sufficiently distinctive to allow a clinical diagnosis 
with any degree of certainty. The only reliable 
method of diagnosis is X-ray examination. Great 
care must be exercised in attributing various vague 
digestive disturbances to diverticula discovered by 
X-ray examination because the presence of diver- 
ticula does not necessarily mean that the diverticula 
are causing symptoms. Hence complete gastro- 
intestinal studies to rule out all other possibilities, 
including disease of the gall bladder, must be made 
Only when X-ray examination shows barium reten- 
tion in a diverticulum over a long period of time is 
it justifiable to conclude that the diverticulum is 
the cause of symptoms. Diverticula of the jejunum 
rarely cause symptoms unless they are complicated 
by infection, perforation, or obstruction. 

Duodenal diverticula which are causing symptoms 
should be removed. The operation is a serious one. 
Removal of the sac and repair of the duodenal wal! 
are sufficient. In multiple jejunal diverticula rese: 
tion of the affected gut is the only treatment 
possible. T. BANFoRD JonEs, M.D. 


Nell, W.: A Contribution on the Etiology of True 
Megaduodenum (Ein Beitrag zur Aetiologie des 
“echten’”’ Megaduodenums). Beitr. 2. klin. Chir 
1933, Clvii, 401. 


The author reports three cases of true megi 
duodenum. 

The first case was that of a man thirty-seven years 
old who had suffered from gastric distress for seven- 
teen years. Laparotomy disclosed an ulcer of the 
duodenal bulb which had previously been demon 
strated by roentgen examination. About one finger 
breadth below the bulb there began a marked 
dilatation of the entire duodenum associated with an 
equally marked diffuse hypertrophy of the duodenal 
wall. The duodenum was entirely intraperitoneal in 
its course and had a free mesentery. It was freely 
movable and could be withdrawn from the abdomen. 
No obstruction of the lumen was found. The dilated 
duodenum went over gradually without an inter- 
vening duodenojejunal flexure into the jejunum 
which was on the right side of the abdomen. The 
jejunum also was dilated in its first part. There was 
the picture of mesenterium commune. The colon 
was in the left side of the abdominal cavity. Gastric 
resection by the Billroth II method with a Brau 
anastomosis was done. 

The second case was that of a man thirty-t\ 
years of age who had had gastric distress for t 
years. At laparotomy, an ulcer which had be 
demonstrated by roentgen examination was fou: 
on the lesser curvature three fingerbreadths above 
the pylorus. The first part of the duodenum was un- 
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changed, but the superior horizontal part was dilated 
to the size of the large intestine and was freely 
movable. There was no obstruction. The other 
findings and the treatment were the same as in the 
first case. 

The third case was that of a boy eighteen years old 
who complained of vague pains, but refused oper- 
ation. On roentgen examination the stomach and 
duodenal bulb were seen to be normal, but the 
superior horizontal part and especially the descend- 
ing part of the duodenum were markedly dilated. 
Like the rest of the small intestine, they lay without 
a flexure on the right side. The descending colon was 
in the normal situation, but the rest of the large 
intestine was arranged in a series of loops and slings. 

In these three cases there was an arrest of the de- 
velopment of the intestinal anlage which was asso- 
ciated with a marked dilatation of from 50 to 60 cm. 
and hypertrophy of the duodenum and the upper 
part of the jejunum. The arrangement of the in- 
testinal loops represented the position characteristic 
of mesenterium commune. Similar observations are 
found recorded almost exclusively in anatomical 
records, being seldom mentioned in the records of 
operations. Roentgenograms of the condition are 
lacking. An etiology analogous to that of congenital 
megacolon cannot be considered for this part of the 
intestinal tract; an organic obstruction can be ruled 
out; and a functional disturbance cannot be assumed. 
The duodenojejunal flexure is the pivot around 
which the entire intestinal development occurs, and 
if the migration of the duodenum toward the left 
does not occur the spatial development of the in- 
testinal anlage in general is defective, and mesente- 
rium commune persists. 

In the cases reported in this article it was striking 
that the dilatation and hypertrophy of the duode- 
num were found in association with mesenterium 
commune. In mobile duodenum, which also is to be 
regarded as due to an arrest of development and 
becomes differentiated from mesenterium commune 
only gradually, the same changes are observed in the 
upper part of the small intestine. It is therefore very 
probable that the dilatation of the upper portions of 
the intestine is related to developmental dis- 
turbances of the intestinal anlage. However, there 
is a difference between the dilatation of the duode- 
num in mesenterium commune and in mobile 
duodenum. The former occurs without symptoms 
and the latter with sometimes marked pain. While 
the primary cause is the same in both conditions, in 
mesenterium commune the duodenum has a free 
outlet below, whereas in mobile duodenum the 
duodenal contents must first overcome the flexure, 
especially when there is ptosis of the stomach, and 
there may be an obstruction at the fixation point of 
the flexure. The latter leads to true megaduodenum. 

Megaduodenum is to be regarded, not as a disease 
entity, but as a symptom. Never is it the primary 
cause of the complaints. Even in mobile duodenum 
there must first be a functional disturbance of the 
duodenum before the megaduodenum causes illness. 
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Other duodenal diseases may also be associated with 
marked dilatation. Therefore the picture of mega- 
duodenum is varied and the result of operation is 
dependent upon the anatomical findings. When the 
dilatation is associated with atrophy, correction of 
the flexure is not sufficient and intramesocolic 
duodenojejunostomy must be done. 
STREISSLER (Z). 


Williams, B. W., and Boggon, R. H.: The Me- 
chanics of Appendicitis. Lancet, 1934, ccxxvi, 9. 


Two chief types of appendicitis are recognized 
acute appendicitis, which is a definite and recognized 
disease, and chronic appendicitis, which is often 
viewed with some suspicion. In the acute form the 
disease is in reality an acute obstruction of the 
appendix in a large percentage of the cases. 

The authors report a study of the pathological 
mechanics of appendicitis made in 108 cases in which 
the degree of necrosis of the appendix was not too 
far advanced to permit satisfactory microscopic 
study and 340 cases of chronic or recurrent appendi- 
ceal disease. In 38 of the latter there was a history 
of acute attacks. 

Of the 108 cases of acute appendicitis, acute ob- 
struction of the lumen of the appendix was found in 
97.2 per cent. This obstruction was the result of a 
pre-existing fibrotic stricture of inflammatory origin 
in the submucosa. 

A fibrous stricture in the submucosa was found 
also in the cases of chronic or recurrent appendicitis. 
In the intervals between the acute attacks in such 
cases inflammatory cells may be completely absent. 
Chronic inflammatory appendicitis in the absence 
of a fibrous stricture has not been observed. 

The authors conclude that the fibrotic stricture is 
not congenital but is due directly to infection else- 
where in the body. The infection leads primarily to 
a swelling of the lymphoid tissue in the submucosa 
of the appendix, with resulting narrowing of the 
lumen of the organ. Localizing signs of obstruction 
develop only when a true acute appendicitis is 
present. Joun W. Nuzvum, M.D. 


Nuttall, H. C. W.: The Fallacy of Expectant Treat- 
ment in Acute Appendicitis. Brit. J.Surg., 1934, 
xxi, 411. 


The relative advantages of immediate and delayed 
operation in acute appendicitis have been widely dis- 
cussed during the past few years. While it is gen- 
erally agreed that immediate operation should be 
done in the early cases without perforation, the ad- 
visability of operating in cases seen after forty-eight 
hours, with or without a palpable mass, is disputed. 
It has been stated that surgical interference is 
particularly dangerous during the third, fourth, and 
fifth days, as during this period the natural im- 
munity to infection is exhausted and acquired 
immunity has not yet been established, the patient 
being in a “negative phase.”’ 

In the author’s opinion, there is no pathological 
evidence of a negative phase, and there is no justi- 








fication for the assumption that delayed operation is 
best for cases of acute appendicitis seen two or three 
days after the onset of the condition. 

The author outlines routine expectant treatment 
and exposes its serious disadvantages, some of which 
he illustrates by examples from accounts of advo- 
cates of the method. SAMUEL Kaun, M.D. 


Keyes, E. L.: Deaths from Appendicitis. Ann. 


Surg., 1934, XCix, 47. 

This article is based on 1,859 cases of appendicitis 
admitted to the Barnes Hospital, St. Louis, and the 
St. Louis Children’s Hospital during the years from 
1915 to 1922. Only the cases of patients who were 
operated upon for appendicitis or who died from 
appendicitis without being operated upon were in- 
cluded in the study. There were 62 deaths, a mor- 
tality of 3.33 per cent. In the 1,479 cases admitted 
to the Barnes Hospital the mortality was 2.16 per 
cent, and in the 380 cases admitted to the St. Louis 
Children’s Hospital it was 7.89 per cent. The mor- 
tality was highest at the 2 extremes of life, being 
12.29 per cent in the cases of patients between one 
and nine years of age and 42.1 per cent in those of 
patients between sixty and seventy-six years of age. 
It was lowest in the cases of patients in the third 
decade of life. The mortality of males was 5.18 per 
cent; that of females, 1.5 per cent; that of negroes, 
6 per cent; and that of white patients, 3.13 per cent. 
Seventeen patients were operated upon during preg- 
nancy with a mortality of 5.8 per cent. 

The cases are divided into the following 6 classes: 
(1) those of chronic appendicitis, (2) those of chronic 
recurrent appendicitis, (3) those of subacute appen- 
dicitis, (4) those of acute unruptured appendicitis, 
(5) those of ruptured appendicitis with abscess, and 
(6) those of ruptured appendicitis with peritonitis. 

There were approximately 400 cases in the first 
class, 300 in the next four classes, and roo in the 
sixth class. Most of the Barnes Hospital cases be- 
longed in Classes 1 to 4, whereas most of the Chil- 
dren’s Hospital cases belonged in Classes 4 to 6, 
showing that the process is much more acute in 
children than in adults. There were no deaths in 
the cases of Class 1. In those of Class 2, the mor- 
tality was 0.6 per cent; in those of Class 3, 0.59 per 
cent; in those of Class 4, 2.32 per cent; and in those 
of Class 5, 7.3 per cent. In the Children’s Hospital 
cases the mortality in the cases of Class 5 was 9.02 
per cent whereas in the Barnes Hospital cases it was 
6.2 per cent. In the cases of Class 6 the mortality 
was 27.55 per cent. In the cases of this class in the 
Children’s Hospital it was 38.1 per cent and in those 
in the Barnes Hospital it was 19.6 per cent. When 
analyzed according to the time limit, it was found 
that the mortality rapidly rose with delay. In the 
cases of patients who took a laxative the mortality 
was 17.6 per cent, whereas in those of patients who 
had not taken a laxative it was 2.38 per cent. 

Mentioned in order of decreasing frequency the 
causes of death were general peritonitis, abscess of 
the peritoneum, intestinal obstruction, infection of 
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the operative wound, pulmonary embolism, myo- 
cardial insufficiency, pneumonia, pylephlebitis, 
erysipelas, measles, asthma, and leukemia. 

In discussing the ways in which the mortality of 
appendicitis can be decreased, Keyes emphasizes 
that appendicitis has a higher mortality under cer- 
tain conditions than under others. The time at 
which operation is performed is of importance. 
Early diagnosis and early treatment should mate- 
rially decrease the mortality. Removal of the 
appendix in the interval between attacks is recom- 
mended. Drainage of an appendiceal abscess should 
always be followed by appendectomy. 

ALTON OcusNner, M.D. 


Wilkie, D. P. D.: Cancer of the Colon: Its Surgical 
Treatment. Lancet, 1934, ccxxvi, 65. 


In the past few years radiotherapy has been sub- 
stituted for radical operative measures for cancer 
of such regions as the lip, tongue, mouth, cervix, 
and breast. In cancer of the hollow viscera of the 
abdomen, however, operation is still the only means 
of cure. In cases of malignant tumors of the colon, 
which are common, the growth of the lesion is 
usually slow and lymphatic involvement occurs 
relatively late. 

The author reports on 1o1 cases of carcinoma of 
the colon in which he was able to do a partial 
colectomy. In 74, the lesion was in the distal half 
of the colon, that is, beyond the midpoint of the 
transverse colon, and in 27 it was in the proximal 
half. The sites were as follows: pelvic colon, 51 
cases; ascending colon, 15 cases; descending colon, 
13 cases; transverse colon, 11 cases; cecum, 5 cases; 
splenic flexure, 5 cases; and hepatic flexure, 1 case. 

In its early stages, cancer of the colon may pro- 
duce few symptoms. If it is low down in the pelvic 
colon it may cause occasional tenesmus, the passage 
of blood and mucus, and some slight irregularity of 
the action of the bowel. A growth in the distal part 
of the colon is usually not associated with an 
appreciable loss of weight. In cases allowed to 
progress until complete obstruction has developed 
the most striking feature on examination may be 
swelling and tenderness in the right lower quadrant 
of the abdomen. 

When the patient is seen first after acute obstruc- 
tion had developed, the immediate indication is 
drainage of the bowel above the obstruction by 
cecostomy. For free drainage the cecum must be 
brought to the surface and a tube of adequate size 
introduced. As tumors of the colon grow slowly, 
extirpation of the growth should be delayed for 
several weeks after the cecostomy. 

The chief danger of resection of the colon is infec- 
tion due to imperfect technique, inadequate prepa- 
ration, or leakage at the suture line. 

The author attempts immunization by giving in- 
jections of bacillus coli and streptococcus eight and 
three days before the operation. To produce a 
leucocytosis on the morning of the operation he 
gives an intramuscular injection of 5 c.cm. of a 5 
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per cent solution of nucleinate of soda the evening 
before. 

The technique should include complete mobiliza- 
tion of the involved portion of the colon so that the 
ends to be sutured will fall together without tension. 
If end-to-end anastomosis is decided on, the tenia 
of the colon must be divided to get rid of the saccula- 
tions so that tension will be equal on all points of 
the circumference of the bowel. Interference with 
the blood supply of the approximated cut margins 
must be avoided as far as possible. If not already 
established, a cacostomy opening should be made 
to prevent gaseous distention of the colon during 
the first week after the operation. 

In the ror cases reviewed by the author there 
were 15 deaths. Cuar.es F. Du Bors, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Brzozovskij, A.: Contributions to Current Prob- 
lems in Surgery of the Bile Passages Based on 
165 Personal Observations (Beitraege zu Tages- 
fragen der Chirurgie der Gallenwege auf Grund von 
165 eigenen Operationen). Nov. chir. Arch., 1933, 
XXviii, 164. 

The clinical concept of congestive gall bladder 
should probably be retained although it is necessary 
to exclude from the large number of supposed cases 
of this condition a not small number in which the 
diagnosis is erroneous—cases of gastric and duodenal 
ulcer, chronic duodenal obstruction, appendicitis, 
and kidney lesions. In the production of colic in the 
congestive gall bladder mechanical disturbances to 
the flow of bile, infection, and dyskinesia of a neuro- 
functional nature are the most important factors. 
After subtraction of the cases due to these factors 
there remains a smaller group which represents a 
transitional form between dyskinesia and cholelithi- 
asis to which the term “congestive gall bladder”’ is 
most applicable. 

The author’s material confirms the opinion of 
others that in most cases congestive gall bladder is 
the initial stage of a stoneless cholecystitis, and that 
a sharp line of demarcation cannot be drawn be- 
tween the two conditions. However it cannot be 
concluded from this that all cases of stoneless cho- 
lecystitis have their origin in congestive gall bladder. 
In some cases the congestive gall bladder and stone- 
less and calculous cholecystitis are successive stages 
of one and the same inflammatory process. There 
are also numerous cases in which the disease de- 
velops in the following sequence: dyskinesia, con- 
gestive gall bladder, stoneless and calculous cho- 
lecystitis. However, we must not generalize too 


much and consider every case of stoneless calculous 
cholecystitis as a stage of one and the same infection 
process. Stones may be formed without infection 
as the result of a disturbed chemism (cholesterin 
diathesis, Bourhard, Aschoff) and the calculous form 
may change into the stoneless form after passage of 
the stones into the bowel. 
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As the gall bladder is the principal if not the only 
focus of infection, cholecystectomy should be per- 
formed whenever possible. Cholecystostomy should 
be done only in cases in which a more severe inter- 
vention is contra-indicated by the general condition 
or in which extensive and deep local changes render 
removal of the gall bladder impossible. In this 
procedure the common duct should be explored. 
Complete closure of the abdomen should be done 
if the common duct is patent, no acute virulent in- 
fection is present, and the cholecystectomy has been 
performed with a perfect technique—secure ligation 
of the stump of the cystic duct, good hamostasis, 
and good peritonization of the operative field. 
Otherwise a small drain should be inserted. 

Operation is indicated in the majority of cases of 
disease of the bile passages and should be performed 
as early as possible. Even a not absolutely necessary 
operation during the acute stage may be justifiable. 
In cases with few or no complications, cholecystec 
tomy has a low mortality and a further lowering of 
the mortality and improvement of the end-results 
must be expected chiefly from early operations. 

Postoperative colic and recurrence of pain are 
usually due to persisting infection. In spite of all the 
good results obtained, it appears that operative 
treatment does not always cure disease of the bile 
passages and a certain number of patients subjected 
to it must continue medical, dietetic, and balneolog- 
ical treatment afterward. 

The author’s material consisted of 153 cases — 22 
those of men and 131 those of women—in which 165 
operations were performed. A history of typhoid 
was given in 45. The duration of the illness ranged 
from less than one year to thirty years. In 60 cases 
it ranged from one to five years. Of the 46 patients 
with acute cholecystitis—22 without stones—all 
were discharged cured, and of the 88 with chronic 
cholecystitis—31 without stones—4 died. Of the 13 
patients with stone in the common duct, 4 died. Of 
6 with obstructive icterus with chronic pancreatitis 
or a malignant tumor, 2 died. Of 2 with acute 
cholangeitis, 2 with postoperative adhesions, and 2 
with cancer of the gall bladder, 3 died. There was 1 
case each of echinococcosis, rupture, and hydrops of 
the gall bladder. 

In the diagnosis the author was aided most by 
duodenal sounding with study of the A, B, and C 
bile. 

Cholecystectomy was done 115 times with 5 
deaths; cholecystostomy 21 times with 1 death; 
choledochotomy 15 times with 4 deaths; cholecys- 
togastrostomy 6 times with 3 deaths; separation of 
adhesions 5 times; exploratory laparotomy twice; 
and cysticotomy once. Of the 13 fatal cases, the 
cause of death was peritonitis in 3, cholamic hemor- 
rhage, heart failure, and acute yellow atrophy of the 
liver in 2 each; and cholangeitis, acute ileus, a lung 
complication, subdiaphragmatic abscess in 1 each. 
In the 136 cases in which cholecystectomy or 
cholecystostomy was done there were 6 deaths, a 
mortality of 4.4 per cent. The causes of these deaths 
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were: (1) late operation following rupture of the gall 
bladder, (2) acute yellow atrophy of the liver follow- 
ing the use of poor chloroform, (3) an overlooked 
stone in the papilla, (4) stenosis of the duodenum 
below the papilla of Vater, (5) an overlooked stone 
in the common duct, and (6) operative injury of the 
stomach and duodenum in the separation of exten- 
sive adhesions. 

Of 19 cases in which cholecystostomy was done the 
results were poor in more than 50 per cent (repeated 
operation in 7, recurrence of pain in 2, persistent 
fistula in 1). Many of the patients could not be 
traced. Of 63 cases in which cholecystectomy was 
done normal healing occurred in 40 (63.5 per cent), 
slight discomfort persisted in 16 (25.4 per cent), and 
no improvement resulted in 7 (11.1 per cent). 

G. Attpov (Z). 


MISCELLANEOUS 


Pottenger, F. M.: Clinical Aspects of Abdominal 
Pain. J. Am. M. Ass., 1934, Cii, 341. 


Since the cell bodies of the afferent neurons that 
supply a given viscus are located in the same seg- 
ments of the cord as the efferent neurons going to the 
viscus, and since the cell bodies of the somatic, 
motor, and sensory nerves, which express reflex ac- 
tion and referred visceral pain, are located in the 
same segments, a knowledge of the connector nerve 
supply of an organ makes known also the skeletal 
nerves through which, and the tissues in which, re- 
flexes from that organ will be most apt to be ex- 
pressed. If reflex effects and referred pain spread, 


they are most apt to be expressed by neurons arising 


either above or below in segments adjacent to those 
which the afferent impulse enters. 

Following the lungs, heart, and aorta caudad in the 
cord, the stomach, liver, gall bladder, pancreas, and 
small intestine are innervated from the fifth to the 
ninth thoracic segment, but the skeletal area in 
which individual organs regularly express reflexes 
and referred pain is more or less distinct for each 
organ. The stomach expresses its pain most readily 
in the epigastrium in the median line and on the left 
side in areas supplied by the sixth and seventh 
thoracic spinal nerves, whereas the liver and gall 
bladder express their pain most readily in the median 
line and on the right side. Posteriorly, the pain may 
be expressed in the interscapular region through the 
fifth to the ninth dorsal spinal nerve, on the left side 
from the stomach and on the right from the liver and 
gall bladder. The small intestine refers its pain most 
readily to the median line in areas supplied by spinal 
sensory nerves from the eighth, ninth, and tenth 
thoracic segments. 

Next in order are the colon, kidney, ureter, and 
bladder which are supplied by neurons arising in 
spinal segments from the ninth thoracic to the third 
lumbar. Pain from the colon is expressed most com- 
monly through the eleventh and twelfth thoracic 
nerves over the lower part of the abdomen, but may 
be expressed also in the first, second, and third sacral 
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segments. Kidney pain is reflected through the 
tenth, eleventh, and twelfth dorsal nerves and the 
first lumbar nerve, both anteriorly over the ab- 
domen and thigh and posteriorly in the lumbar re- 
gions. Ureteral pain is expressed both posteriorly 
and anteriorly. 

Bladder pain is usually expressed through the 
eleventh and twelfth thoracic and from the first to 
the third lumbar segments, although it may refer its 
pain also through sacral nerves. This brings it low 
down in the abdomen anteriorly, as expressed 
through thoracic nerves, and in the peritoneum and 
down over the leg through the sacral nerves. 

In conclusion the author calls attention to the fact 
that all viscera with a vagal supply may transfer 
stimuli to the fifth cranial nerve and express pain in 
some of its peripheral branches. 

Jacos M. Mora, M.D. 


Meyer, H. I.: The Reaction of the Retroperitoneal 
Tissues to Infection. Ann. Surg., 1934, xcix, 246 


An attempt was made to determine whether or not 
infections of the retroperitoneal tissues have a higher 
mortality than infections of the peritoneum. The 
early work of Wegner demonstrated that death may 
occur from the absorption of toxins before reactive 
factors can be set in action, that is, before peritonitis 
can develop; that small numbers of bacteria may be 
destroyed before they can do harm; and that stag 
nating fluid in the peritoneal cavity favors the de- 
velopment of bacteria. 

In the author’s experiments two types of or- 
ganisms were used, the staphylococcus aureus and 
the bacillus pyocyaneus. 

Intraperitoneal and _ retroperitoneal injections 
were made at the base of the gall bladder and com- 
plete necropsies were performed as soon as possible 
after the animals died. The animals that apparently 
recovered from the effects of the injections were 
killed after twenty days and also subjected to 
necropsy. 

In the animals receiving the intraperitoneal in 
jections the clinical reaction was distinctly different 
from that occurring in the animals receiving the 
retroperitoneal injections. Within a few hours the 
intraperitoneal injection was followed by marked 
illness, a decided rise in the temperature, loss of the 
desire to eat and drink, nausea, vomiting, irritability, 
diarrhoea (in several instances), and prostration. 
Following the retroperitoneal injection there was no 
immediate reaction of acute toxemia, but after 
apparent recovery from the operation there was a 
gradual deterioration of the animal’s condition 
which was accompanied by loss of the desire to eat 
and drink, occasional vomiting, increasing diarrhoea 
and loss of weight leading to extreme emaciation and 
death. 

The only deaths following the intraperitoneal in 
jections were immediate deaths from toxemia. In 
three of five animals dying from toxemia, the 
peritoneum was sterile and no abscesses or signs of 
peritonitis could be found. Of the animals receiving 





SURGERY OF THE ABDOMEN 


retroperitoneal injections, one-third of those given 
injections of staphylococci and three-fourths of those 
given injections of pyocyaneus bacilli developed 
abscesses. All of those developing abscesses died. It 
therefore seems apparent that the retroperitoneal 
tissues are less resistant to the invasion of bacteria 
than the peritoneum. 

The findings of these experiments have a direct 
clinical application to the burying of infected 
stumps, as after cholecystectomy and appendec- 
tomy. In the author’s opinion, many postoperative 
abscesses attributed to this cause would not occur if 
the infected stump were allowed to come into contact 
with the peritoneum instead of with the retro- 
peritoneal tissues, which have less resistance. 

Norman G. Parry, M.D. 


Stepp, W., and Boeger, A.: A Contribution on Cer- 
tain Rare Abdominal Tumors, with Special 
Consideration of Retroperitoneal Sarcomata 
(Beitrag zur Kenntnis einiger seltenerer Bauch- 
tumoren unter besonderer Beruecksichtigung der 
retroperitonealen Sarkome). Muenchen. med. 
Wehnschr., 1933, ii, 1362. 


An accurate X-ray examination reveals clearly, in 
almost every case, the condition of the gastro- 
intestinal tract and shows whether an abdominal 
tumor is within or outside of this tract. The authors 
report an unusual case of chronic invagination of the 
ileum due to a lipoma the size of a hen’s egg in the 
lowest part of the ileum. They then report a case of 
myoma of the stomach which was the size of a child’s 
head. 


Too strong previous purging is often more dis- 


advantageous than no preparation at all because the 
intestine is often thereby filled with air. In icterus 
with closure of the efferent bile ducts the observation 
of Courvoisier’s symptom has proved of great im- 
portance. An easily palpated gall bladder in a case 
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of long-standing icterus very often indicates a car- 
cinoma of the head of the pancreas. Cystic tumors 
of the kidneys and the efferent urinary passages, and 
especially tumors of the ovary, may cause certain 
diagnostic difficulties, particularly when they are 
large tumors extending to the liver. Large intestinal 
tumors and periappendicular abscesses can gen- 
erally be recognized easily and pancreatic cysts usu 
ally cause no difficulties. Occasionally the possi- 
bility of an aneurism of the aorta must be con- 
sidered. 

The differentiation of cystic tumors of the pan- 
creas from the often cystic and soft retroperitoneal 
tumors of the sarcoma type may be difficult. Sys- 
tematic X-ray examination is of decisive value. 
Pyelography is especially important because it 
reveals displacement of the kidneys or other changes 
brought about by the pressure of a retroperitoneal 
tumor. The symptoms of retroperitoneal sarcoma 
are at first very indefinite, consisting of fatigue, 
loss of strength, loss of weight, and indistinct local 
troubles. Only when the tumor becomes so large 
that it is palpable do the local ditiiculties become 
more severe. The tumor then causes pressure on the 
large nerves and vessels, congestion, obstipation, 
and enlargement of the veins. In the differential 
diagnosis it is necessary first to consider tumors of 
the kidneys and adrenals. An examination in the 
knee-elbow position sometimes yields further in- 
formation. Next, it is necessary to eliminate pan- 
creatic, hepatic, and mesenteric cysts, Braun tu- 
mors, peritoneal indurations, and echinococcosis of 
the liver and kidneys. Lymphogranuloma and 
lymphosarcoma of the retroperitoneal glands must 
also be considered in the differential diagnosis. 
Decisive findings with regard to these conditions 
are the condition of the blood, swellings of other 
lymph glands, and tumor of the spleen. 

TAPPEINER (Z). 
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Healy, W. P.: Radiation Therapy in Carcinoma of 
the Corpus Uteri. Am. J. Obst. & Gynec., 1934, 
XXVU, I. 

Healy states that despite the fact that hysterec- 
tomy is regarded as the treatment of choice for car- 
cinoma of the corpus of the uterus, there are many 
cases in which it would be associated with grave risk 
of a fatal outcome because of complicating condi- 
tions. He reviews 132 cases as follows: 

Grade 1, papillary adenoma malignum, 14 cases. 
The growth is entirely papillary. It may not be 
superticial, but as a rule does not tend to infiltrate 
the myometrium. It resembles adenomatoid endo- 
metritis, and the cells show very little change from 
the normal. Of the 14 patients whose cases are 
reviewed, all are alive and well. Three were treated 
by irradiation alone and 7 by the intra-uterine appli- 
cation of radium followed by hysterectomy after 
from six to ten weeks. Three who were treated by 
hysterectomy followed by X-ray therapy have sur- 
vived for five, five, and seven years respectively. 
One patient was treated by hysterectomy preceded 
and followed by radium therapy. 

Grade 2, adenoma malignum, 58 cases. This lesion 
is commonly found in association with fibromyoma. 
In 27 of the 58 cases reviewed the treatment was 
limited to irradiation, and of the patients treated 
by irradiation alone 74 per cent are alive. The aver- 
age duration of life since the treatment is five and 
three-tenths years. The patients who died were in 
an advanced stage of cancer when they were first 
seen. Of the 31 patients treated by hysterectomy 
with or without irradiation, 93.5 per cent are living. 
Of the entire group, 84.5 per cent are living from one 
to fifteen years since the treatment. 

Grade 3, adenocarcinoma, 44 cases. Twenty-one 
of the patients received only irradiation therapy con- 
sisting of the intra-uterine application of radium 
and the external application of X-ray irradiation to 
the entire pelvis. Their average age was fifty-nine 
and six-tenths years. Fifteen are alive and have 
been well for an average of four years. The 6 who 
died were given only palliative treatment as they 
had metastases at the time they were first seen. Of 
the 14 who were treated by irradiation followed by 
hysterectomy, 57 per cent have remained well for 
an average of five years. Of the 9 treated by hys- 
terectomy followed by irradiation, only 33.3 per cent 
have survived for an average of three and a half 
years. 

Grade 4, cellular (anaplastic) adenocarcinoma, 8 
cases. Despite the extremely malignant histological 
characteristics of this lesion, the patients in this 
group progressed fairly well when irradiation was an 
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important part of the treatment. Two patients, each 
sixty-eight years of age, who were treated by 2 intra- 
uterine applications of radium have remained well 
and free from evidence of recurrence for two and 
seven years respectively. Three patients treated by 
irradiation followed by hysterectomy are alive, but 
1 of them at the present time has clinical and X-ray 
evidence of a metastasis in the chest one year after 
the operation. 

Adenocanthoma, 8 cases. Of the patients with 
this condition, all are alive except 1 who died from 
an undetermined cause two months after hyster 
ectomy. 

In the 132 cases there was no operative mortality. 

Epwarp L. CornE.L. M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Mandelstamm, A.: Conservative Operations on the 
Fallopian Tubes. Full-Term Normal Preg- 
nancies After Bilateral Tubal Implantation and 
After Bilateral Tubal Resection (Nochmals 
ueber konservative Tubenoperationen. Ausgetra 
gene normale Schwangerschaften nach doppelsei 
tiger Eileitereinpflanzung und nach doppelseitige: 
Tubenresektion). Zentralbl. f. Chir., 1933, p. 2132 


With a good technique it should be possible to ob 
tain permanent permeability of tubes implanted 
into the uterus in 50 per cent of the cases. Even 
under such conditions, however, the possibility of 
pregnancy is not assured. Regardless of the reports 
of French gynecologists, the frequency of pregnancy 
after tubal implantation does not greatly exceed 10 
per cent. 

After reporting a case of pregnancy following tubal 
implantation, the author calls attention to certain 
factors which are important for successful results 
from the operation. He states that the prognosis is 
much better when only the isthmic portion of the 
tubes is occluded than when the ostium is also in- 
volved and salpingostomy is necessary. It is better 
also in occlusion due to non-specific infections or 
chemical irritation (injection of iodine) than in 
occlusion due to gonorrhceal infection. Splitting 
(flap formation) of the tubal end to be implanted is 
important. The canal in the uterine wall is best 
made by circular excision. The longer the implanted 
tube the better the chance for a successful result as 
the isthmic portion of the tube, even if only partially 
preserved, apparently plays an important part in the 
transportation of the ovum. 

The author reports a case of normal pregnancy in 
a woman who was twice operated on for extra 
uterine pregnancy. One tube was removed. At 
operation for the second tubal pregnancy the autho: 
removed only the pregnant part of the tube and 
made a new ostium of the 2!4-cm. stump. As extra- 
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uterine pregnancy occurs very rarely in a stump that 
has been left, he recommends for the childless 
woman the conservative tubal operation described 
by von Ott, which consists of splitting of the tube, 
removal of the products of conception, and suture 
of the tubal wall. FRoMMELT (G). 


Vernet, E. G.: The Innervation of the Ovary from 
the First Stages of Its Development (Contri- 
buci6n al estudio de la inervacién del ovario desde 
sus primeros estadios evolutivos). Rev. méd. de 
Barcelona, 1933, X, 492. 


The author describes in detail and shows by 
photomicrographs the findings in animal and human 
ovaries in various stages of embryonic development. 
He investigated particularly the origin and the dis- 
tribution of the nerve fibers and attempted to 
determine whether there are nerve ganglia within 
the ovary. 

He found that the nerves supplying the ovary 
originate from the pre-aortic ganglia at the level of 
the kidneys. In early embryonic life the ganglia 
from which the nerves for various organs originate 
are here crowded together in a very small space. 
These ganglia are derived from the sympathetic 
cord, and the ganglia for the different organs are 
closely connected with each other. Passing through 
them are also sensory fibers from the spinal nerves 
which furnish the sensory nerve supply of the ovary. 
The nerves enter the ovary in the lateral part of the 
hilus. The center of the hilus is occupied by the 
vessels. 

From a careful study of a series of sections of the 
ovary of an embryo ten days old which were stained 
with pyridin and silver nitrate the author con- 
cludes that ganglia are present within the ovary. 

Aubrey Goss Morean, M.D. 


Spivack, M.: Polycystic Ovaries in the Newborn 
and Early Infancy and Their Relation to the 
Structure of the Endometrium. Am. J. Obst. & 
Gynec., 1934, XXvii, 157. 

The material on which this report is based con- 
sisted of thirty-six specimens. The ages of the sub- 
jects from which the specimens were obtained 
ranged from the seventh month of fetal life to the 
seventh month of extra-uterine life. 

Cystic follicles were found in 39 per cent of the 
entire number of specimens. In the majority, the 
granulosa was pycnotic. Karyolysis, karyorrhexis, 
partial autolysis of both nucleus and protoplasm, 
and vacuoles were observed. The granulosa layer 
was most often detached from the cyst wall and free 
within the cavity. 

In only a few cases had the theca interna acquired 
the characteristics of theca lutein cells. No ovum 
was found in the large cysts. Primordial follicles 
were present in all of the specimens. Growing and 
maturing follicles were found in all but seven speci- 
mens. Polyovular follicles and polynuclear ova 


were observed. Vascularity of the ovaries was com- 
mon, 
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Hyperplastic endometrium was found in five of 
the newborn infants. Its incidence was therefore 14 
per cent in the whole group and 22 per cent in the 
newborn infants, including both those born pre- 
maturely and those born at term. In no instance 
was distinct hypertrophic and hyperplastic uterine 
mucosa found in the older infants, but in one case 
very mild stimulation was noted. 

The coexistence of polycystic ovaries and hyper- 
plastic endometrium was observed only in two new- 
born infants. Polycystic ovaries were found in 85 
per cent of the infants, but in only 13 per cent of 
the newborn infants and in only 25 per cent of the 
newborn infants which were born at term. Poly- 
cystic ovaries in infants three weeks old and older 
were usually not associated with hyperplastic and 
hypertrophic endometrium. There seemed to be no 
causative relationship between cystic follicles of the 
ovaries and the structure of the endometrium in the 
newborn and older infants. 

The greater predominance of polycystic ovaries in 
older infants than in newborn infants suggests that 
cystic degeneration of the follicles may be of extra- 
uterine origin and dependent upon activity of the 
pituitary gland of the infant. 

Epwarp L. Cornett, M.D. 


EXTERNAL GENITALIA 


Taddei, A.: A Contribution to the Study of Cysts 
of the Duct of Bartholin’s Gland (Contributo 
allo studio delle cisti del dotto della ghiandola di 
Bartolini). Clin. chir., 1933, ix, 1093. 


The author reviews the literature on cysts of the 
duct of Bartholin’s gland and reports eight cases. 

He accepts the classification of Pozzi, Forgue, and 
Massabuau who recognize the following three dis- 
tinct types of cysts: (1) superficial cysts occurring 
as dilatations of the excretory ducts of the vul- 
vovaginal glands, (2) deep cysts which involve the 
lobules of the gland proper and are sometimes re- 
ferred to as ‘‘acinous cysts,’ and (3) accessory 
vulvovaginal gland cysts which develop beneath the 
mucosa of the vestibule. 

The superficial cysts are the most common. All 
of the cysts in the author’s cases were of this type 
and were cystic dilatations of the excretory duct. 
In six of the cases the cyst was situated in the labia 
majora, and in two in the labia minora. The size 
of the cysts varied from that of a nut to that of a 
hen’s egg. 

The deep cysts are relatively rare and are often 
much larger than those of the other types. In 
Chourakine’s case the gland reached the level of the 
knee, and in Mangiagolli’s case 2 liters of fluid were 
aspirated from the cyst. 

Microscopically, all cysts of the vulvovaginal 
glands can be shown to consist of three fairly well 
defined layers—an outer loose connective tissue 
layer richly supplied with blood vessels, a middle 
compact fibrous layer, and a lining epithelium. The 
character of the lining epithelium depends upon the 
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point of origin of the cyst, the cells therefore varying 
from the stratified squamous to the cylindrical type. 
As these cells are subject to considerable modifica- 
tion by pressure and inflammatory changes, areas 
of greater or less destruction and alteration of the 
epithelium may be encountered throughout the 
microscopic sections. 

The cause of the cysts is still obscure, but in- 
fection and trauma seem to play a part in their de- 
velopment. The author believes that the pathogen- 
esis is dependent not only on stenosis or obstruction 
of an excretory duct, but also on the functional 
activity of the gland. GEORGE C. Frnotra, M.D. 


MISCELLANEOUS 


Araya, R.: Ovulation and Menstruation (Ovulation 
et menstruation). Semana méd., 1933, xl, 1549, 
1714. 

The author made a very exhaustive study of the 
relation between ovulation and menstruation in the 
cases of 464 women operated on at different stages 
of the menstrual cycle and during pregnancy, 
lactation, and metrorrhagia. He made careful 
microscopic studies of the corpora lutea and of the 
uterine mucous membrane. His findings are shown 
by photomicrographs. 

Contrary to the generally accepted opinion, 
Araya found that there is no definite chronological 
relationship between the rupture of the follicle and 
the beginning of menstruation. He demonstrated 
that ovulation and menstruation are two separate 
functions independent of each other. In many 
of the cases reviewed menstruation took place 


when there was no corpus luteum and no mature 


follicle. That women may have mature corpora 
lutea without menstruation is shown by the cases 
of young girls who have become pregnant before 
menstruating. Mature corpora lutea have been 
demonstrated surgically in women who were not 
menstruating. Absence of the uterus does not pre- 
vent ovulation, as has been shown in women after 
hysterectomy and in congenital absence of the 
uterus. That neither the corpus luteum nor the 
follicle determines menstruation is shown by the 
fact that menstruation takes place when they are 
removed artificially. Menstruation is sometimes 
stopped or delayed by operation when the corpus 
luteum is in full development. Menstruation is 
sometimes brought on by emotional causes at a 
period quite different from the normal one. The 
menses may be stopped by tuberculosis or other 
diseases without preventing pregnancy. Changes 
are brought about in the menstrual rhythm by 
metrorrhagia and other conditions without inter- 
fering with normal ovulation. 

Araya concludes that menstruation is a rhythmical 
phenomenon occurring only in man and the higher 
primates and is not the same as rut in the lower 
animals. It is subject to hormonal influences as is 
ovulation, but the 2 processes are not dependent on 
each other chronologically. Therefore there is no 
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greater probability of fecundation at one period of 
the menstrual cycle than at another, and it is im- 
possible to set any definite date for the termination 
of a pregnancy. The corpus luteum cannot be con- 
sidered the sole cause of certain menstrual dis- 
turbances. In the treatment of menstrual disturb- 
ances such as amenorrhcea and hypomenorrhoea 
total ovarian extract may be given with or with- 
out extracts of other endocrine glands. 
AuprEY Goss Morcan, M.D. 


Shaw, W.: Ovulation and Menstruation. Brit. M.J., 
1934, 1, 7- 


The normal menstrual cycle is believed to be 
twenty-eight days, the first day of the period of 
bleeding being counted as the first day of the cycle. 
The ovaries on which the author’s studies of ovula- 
tion were made were obtained from 36 women with 
a twenty-eight day cycle. They were removed at 
operation for such gynecological conditions as 
fibroids and myohyperplasia. In all cases the first 
day of the last menstrual period, the date of the 
operation, and the patient’s normal cycle were 
recorded. 

Of the thirty-six cases, specimens of a recently 
ruptured follicle were secured in six. In all of the 
latter the classical signs of recent rupture were 
found. There was extreme hemorrhage in the theca 
interna layer, and the granulosa cells were both 
proliferating and undergoing hypertrophy. The 
corpus luteum convolutions had not yet formed. 
Four specimens were obtained on the thirteenth day 
and two on the fifteenth day of the cycle. These six 
specimens of recently ruptured follicle suggested 
that ovulation had taken place at about the four- 
teenth day of the cycle. Among the thirty cases in 
which the specimen was obtained after the thirteenth 
day there was none in which the ovaries did not con- 
tain either a recently ruptured follicle, a proliferating 
corpus luteum, or a mature corpus luteum. The 
later in the cycle that the specimen was removed the 
more mature was the corpus luteum. Proliferating 
corpora lutea were found particularly at about the 
seventeenth day. In specimens observed in the 
early part of the cycle no recently ruptured follicles 
were seen and the corpora lutea detected in the 
ovaries were retrogressing. 

Specimens showing recently ruptured follicles 
indicate quite clearly that there is little variation in 
the time of ovulation. It is probable that a variation 
of more than two days from the fourteenth day of the 
cycle hardly ever, if ever, occurs in the human 
female. 

In weighing the evidence against the theory of 
Teacher and Corner who have reported well- 
authenticated cases in which no corpus luteum was 
found at autopsy in the ovaries of women who had 
been menstruating regularly, Shaw states that, in his 
opinion, such cases must be very exceptional and 
should be regarded as pathological. In the ovaries 
of women with normal menstrual cycles which were 
studied by him regular ovulation could be demon 
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strated. He therefore believes that ovulation should 
be regarded as an essential part of the sex cycle of 
the human female. 

In the studies reported, seventy specimens of 
endometrium were examined. The material con- 
sisted of sections through the entire thickness of the 
uterus, including both endometrium and myo- 
metrium. The proliferative phase consisted of a 
diffuse hypertrophy of the endometrium without 
departure of the glands from their simple tubular 
orm. One of its most striking features was the onset 
of eedema and hemorrhage into the stroma of the 
cndometrium. This was demonstrated as early as 
the seventh day of the cycle. Within forty-eight 
hours of the cessation of menstrual bleeding, repair 
of the surface epithelium was complete and prolifera- 
tion had developed. The secretory phase of the 
endometrium, during which the glands become 
crenated and accumulate secretion, is restricted to 
the latter half of the menstrual cycle. One of the 
early signs of the secretory phase is the appearance 
of translucent areas behind the nuclei of the cells of 
the glands. These areas were found on the seven- 
teenth day of the cycle and in some cases could be 
demonstrated as late as the twenty-first day. 

The investigations indicate that after the four- 
teenth day of the cycle specific changes take place 
in the functional layer of the endometrium, changes 
which are never seen at an earlier stage of the 
menstrual cycle. If it is assumed that these specific 
changes are induced by the corpus luteum formed 
from the follicle which has ruptured, the time of 
ovulation can be deduced. On this basis the time of 
ovulation can be determined roughly. The findings 
reported prove that the specific crenations and the 
bright areas in the cells of the glands are never found 
before about the fourteenth day, and do not become 
well marked until the seventeenth day. A study of 
the endometrium alone, without knowledge of the 
changes in the ovaries, would lead to the conclusion 
that some factor that was responsible for the 
secretory phase of the endometrium was introduced 
at about the fourteenth day of the cycle. 

Of the seventy specimens of endometrium ex- 
amined, thirty corresponded to the time between the 
fourteenth and twenty-eighth days of the cycle. 
Without exception they showed the typical pre- 
menstrual hypertrophy of the secretory phase. In 
specimens removed before the fourteenth day there 
was no premenstrual hypertrophy. 

Shaw states that menstruation is the disintegration 
of a hypertrophied premenstrual endometrium in a 
cycle which is essentially ovular. He thus differs 
from Corner, Hartmann, and Novak who postulate 
that cyclical uterine bleeding of any kind, whether 
ovular or anovular and whether occurring in man or 
primates, may be called “menstruation.” From a 
review of reports of anovular bleeding in the 
\merican literature Shaw concludes that almost all 

_of the reports are valueless as the evidence is un- 
reliable and the discussion uncritical. 
CHARLES Baron, M.D. 


Lecloux, J., and Carez, C.: Menstrual Fever in 
Tuberculous Women (A propos des fiévres men- 
struelles chez les femmes tuberculeuse). Rev. belge 
d. sc. méd., 1933, V, 609. 

For a long time it has been known that women 
occasionally develop a slight elevation of tempera- 
ture immediately before the onset of menstruation, 
and that in tuberculous women the elevation is con- 
siderably greater. In an article published in 1925, 
Leuret and Caussimon stated that they were able 
to determine the prognosis from the menstrual 
temperature curves. Their findings may be stated 
briefly as follows: 

1. Stabilized lesions: ‘The temperature curve is 
normal, that is to say, there is a premenstrual eleva- 
tion of the temperature followed by a fall during the 
period of the menstrual flow. As the lesions tend to 
become arrested, the reaction becomes more feeble. 

2. Progressing lesions: There is an increase in 
the amplitude of the thermic oscillations with an in- 
crease in the average temperature during the flow. 
In some cases there is a postmenstrual reaction. 
This always coincides with extension of the lesion. 

3. During a period of transition between amelio- 
ration and aggravation of the lesions (in either 
direction) there is a widely oscillating hyper 
thermia during the menstrual flow. 

Numerous authorities reject these findings or 
interpret the temperature curves differently. 

This article is based on 309 cases and 871 men- 
strual periods. The authors conclude that in tuber 
culosis the temperature shows exaggerated fluctua- 
tions during the menstrual period, and that the 
fluctuation is especially marked in patients with 
progressive lesions. When the lesions are stabilized, 
menstruation seldom alters the temperature curve. 
The degree of menstrual variation of the tempera- 
ture varies directly with the rapidity with which 
the lesions are progressing. During treatment by 
rest alone or with pneumothorax a return to a normal 
temperature curve coincides with arrest of the lesion. 
Improvement in the general health is not sufficient 
to bring the temperature curve to normal if lesions 
in the process of extension persist. Both the serious 
accidents usually associated with tuberculosis and 
the minor and major accidents associated with arti 
ficial pneumothorax occur most often at the onset 
of menstruation. AtBert F. De Groat, M.D. 


Thompson, W. P.: Observations on the Possible 
Relation Between Agranulocytosis and Men- 
struation, With Further Studies on a Case of 
Cyclic Neutropenia. New England J. Med., 1934, 
ccx, 176. 

Of eighteen cases of agranulocytosis studied by the 
author, the onset of the subjective symptoms of 
agranulocytosis occurred within one or two days of 
the onset of the regular menstrual period in seven 
teen. One or more recurrences of the agranulocyto 
sis were observed in six of the eighteen cases and 
each recurrence appeared coincident with menstrua- 
tion. 





522 


In two young women for whom frequent blood- 
cell counts were made through a menstrual period, a 
definite neutropenia occurred four or five days be- 
fore the onset of menstruation. There were no sub- 
jective symptoms associated with the neutropenia. 

A study of the excretion of the female sex hor- 
mone and prolan by a man of twenty-five years 
whose record was well known from the age of two and 
a half months revealed that at times he excreted an 
enormous amount of female sex hormone and that 
there was an apparent fluctuation in the ovarian 
hormone closely following the fluctuation in these 
hormones found by Frank and Goldberger in the 
blood of normal menstruating women. Neutropenia 
occurred in this young man after a drop in the female 
sex hormone or hormonal catamenia. 

The author concludes from his observations that 
in some cases of agranulocytosis a relationship be- 
tween the hormones associated with menstruation 
and the neutropenia episodes is possible. 

A. F. Lasa, M.D. 


Jackson, H., Jr., Merrill, D., and Duane, M.: 
Agranulocytic Angina Associated with the 
Menstrual Cycle. New England J. Med., 1934, 
CCX, 175. 

Che authors report a case of agranulocytosis in 
which an intimate relation between the onset of 
menstruation and the recurrence of an attack was 
observed. On the basis of Thompson’s findings and 
the close relationship observed between menstrua- 
tion and recurrence of the disease, 2 c.cm. of Antui- 
trin S were administered daily for ten days prior to 
menstruation. For the first time in eleven months 
the total polymorphonuclear neutrophiles showed a 
sharp rise the first day of menstruation and reached 
a level which was higher than at any time during the 
preceding seven months. Further observations were 
impossible because the patient died of a severe infec- 
tion of the upper respiratory tract. The authors 
believe that the result in this case, although not con- 
clusive, warrants further trials with the hormone. 

A. F. Lasa, M.D. 


Daniel, C., and Mavrodin, D.: Genital Actinomyco- 
sis in the Female (L’actinomycose génitale de la 


femme). Rev. frang. de gynéc. et d’obst., 1934, XXix, I. 


The authors give an extensive review of the 
literature on genital actinomycosis in the female and 
abstracts of the histories of 66 of the 77 cases which 
have been reported to date. 

The patients whose cases are reported in the 
literature ranged in age from fifteen to sixty-four 
years, but the majority were between twenty-five 
and forty years, the period of sexual maturity. The 
puerperium also seems to be a period of increased 
susceptibility, although in some cases pregnancy 
coincided with regression of the process. Trauma 
may act directly by bringing the organisms into 
direct contact with the tissues, or indirectly by 
causing tissue damage and providing conditions 
favorable for the growth of the parasites. The effect 
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of occupation is seen in the greater incidence of the 
condition among field workers who come into contact 
with grain. The general state of health seems to be 
of little importance as most of the patients whose 
cases have been reported were women in seemingly 
good condition. 

Accurate statistical evidence of the incidence of 
genital actinomycosis is impossible to obtain as the 
condition is often unrecognized. In the authors’ 
clinic 1 case of adnexal actinomycosis was found in a 
series of 1,204 laparotomies. The condition is ob- 
served 36 times less frequently than utero-adnexal 
tuberculosis. In contradistinction to genital tuber- 
culosis, actinomycosis most frequently involves the 
ovary. Next most commonly affected by it are the 
tubes. Isolated involvement of the uterus or external 
genitalia is rare. 

Primary genital actinomycosis has been reported 
only 6 times. Secondary genital involvement is the 
most frequent type, occurring in 67 of the 77 known 
cases. 

It is generally conceded that the digestive tract is 
the most common point of origin, primary lesions 
being present in the small intestine, caecum, ap- 
pendix, and rectum. Extension may take place 
either directly by way of peritoneal adhesions or by 
the hamatogenous or lymphogenous routes. The 
pathogenic agent, the actinomyces bovis, is a vege- 
table parasite. It varies in its appearance in dis 
eased tissue and in vitro. In suppurating tissues it is 
a yellow body of variable dimensions surrounded by 
a peripheral zone of radiating bars. In cultures, it 
consists of irregularly ramified filaments of variable 
size. 

The macroscopic lesions of actinomycosis are 
characteristic wherever their location. The granula- 
tions are present in colonies and develop according 
to 1 of 2 types of lesions, a suppurative or neoplasti« 
type, depending upon the reaction of the invaded 
tissues. Microscopic examination of the tissue is 
necessary for diagnosis. 

The symptoms vary according to the location of 
the lesion. In the majority of cases they are poorl 
defined, but occasionally the peritoneal symptoms 
are of such severity as to resemble those of othe: 
acute inflammatory processes. The onset, whe! 
acute, is accompanied by abdominal pain, vomiting, 
and fever. In other cases some complication such as 
perforation of the urinary bladder may be the first 
sign. The most constant symptom is pain, which i 
chiefly abdominal and either constant or colicky 
Leucorrhcea is almost always present. Metrorrhagia 
is rare although menstrual disturbances are fre 
quent. The latter include amenorrhcea, oligomenor 
rhceea, menorrhagia, irregular menstruation, and 
dysmenorrhcea. Diarrhoea or constipation may b 
present in association with vomiting. Dysuria wit! 
or without pyuria has been noted. Temperatu: 
elevations fluctuating between 37.5 and 41 degrees ‘ 
occur in all cases. 

In spite of the indefinite character of the function 
al and general symptoms, definite signs of actinom) 

















cosis become manifest sooner or later. Tumefactions 
of the cecum or adnexa are then noted. The de- 
velopment of fistule is characteristic of advanced 
stages of the disorder. Laboratory examinations 
reveal the parasites in the pus. Cultures are difficult 
to obtain because of secondary infection. There is 
usually a pronounced leucocytosis, the white cell 
count ranging from 10,000 to 34,000. Secondary 
anemia is always present. The sedimentation time 
is increased. 

In cases of closed actinomycosis the diagnosis is 
impossible. In open cases it is less difficult because 
of accessibility of the lesions and exudates. 

Anatomical cure by medical or surgical treatment 
is possible but unusual. As a rule the condition ex- 
tends to adjoining structures with the formation of 
internal and external fistula. Dissemination through 
the blood stream has been noted. Lymphatic exten- 
sion is rare. Recurrences necessitate repeated re- 
moval. Secondary infection is common. Up to the 
present time there is no record of pregnancy follow- 
ing genital actinomycosis. Pregnancy, labor, and 
lactation appear to aggravate the disease. 

The prognosis of genital actinomycosis is ex- 
tremely unfavorable. A definite cure has been 
obtained in only 7 cases and amelioration in only 4. 
In all of the other reported cases the condition was 
fatal. The immediate surgical mortality, even after 
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conservative operations, is high, and the late 
mortality is 80 per cent. While surgery is the ideal 
method of treatment, complete removal is seldom 
possible. Medical treatment with iodide prepara- 
tions given internally and applied locally is an im- 
portant phase of the treatment even when surgery 
is to be employed. In some cases foreign protein 
therapy and vaccinotherapy have been beneficial. 
Heliotherapy and radiotherapy are regarded by the 
authors as of questionable value although some 
gynecologists claim good results from their use. 
Haroip C. Mack, M.D. 


Phillips, C. H., and Douglass, M. D.: 
the Urethra. 


Urethral caruncles of the vascular type tend to 
recur and may re-appear as hemangiomatous tumors 
which are locally malignant and difficult to eradicate. 

The presence of chronic infections or caruncles 
seems to be the precursor of urethral neoplasms. 

Early diagnosis of carcinoma of the urethra is of 
the greatest importance because delayed operative 
treatment is extremely unsatisfactory. 

The treatment of choice is surgical excision fol 
lowed by an adequate plastic procedure. Radium is 
difficult to apply and extremely likely to cause an 
incurable vesicovaginal fistula. 

Epwarp L. Cornett, M.D. 


Tumors of 
Am. J.Obst. & Gynec., 1934, xxvii, go. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Dippel, A. L.: The Death of the Fetus in Utero. Bull. 
Johns Hopkins Hosp., Balt., 1934, liv, 2 

The author reviews a series of 306 cases of intra- 
uterine fetal death occurring between the twenty- 
eighth week of gestation and term. The incidence 
was 1.2 per cent. Mentioned in order of decreasing 
frequency, the most common causes were syphilis, 
toxemia of pregnancy, a loop of the cord about a 
fetal part, intercurrent maternal disease, and trau- 
ma to the pregnant abdomen. 

The majority of the fetal deaths occurred some 
weeks before estimated term, and in 75 per cent of 
the cases the fetus was retained up to two weeks be- 
fore term. The longest period of retention was sixty- 
one days. However, when the death was due to tox- 
«mia of pregnancy, spontaneous emptying of the 
uterus occurred earlier and the labor was usually 
more rapid, 

The author discusses the well-known signs and 
symptoms of intrauterine fetal death. He advises 
induction of labor only when there is a complicating 
factor such as toxamia or the mother’s mental con- 
dition is disturbed by knowledge of the death of the 
fetus. 

Except when the fetal death is due to syphilis or 
nephritis, the chances of intra-uterine death of the 


fetus in a subsequent pregnancy are apparently not 
increased. 

In the cases reviewed the maternal morbidity was 
23.25 per cent as compared with the morbidity of 
. 


7-75 per cent in general clinic cases. There were 4 
maternal deaths—2 due to pulmonary complications 
and 2 to pelvic infection. 

Henry S. AcKEN, Jr., M.D. 


Snyder, F. F.: The Prolongation of Pregnancy and 
Complications of Parturition in the Rabbit 
Following the Induction of Ovulation Near 
Term. Bull. Johns Hopkins Hosp., Balt., 1934, 
liv, I. 

In a series of 59 consecutive pregnancies, rabbits 
were treated at varying stages of pregnancy with 
variable doses of Antuitrin S or extract of urine. 
Some of the animals aborted completely on the 
second or third day after the treatment, some abort- 
ed part of the litter, and others went on to postma- 
turity and gave birth to typical postmature fetuses. 
None of the rabbits so treated delivered at term. 
Abortion of the entire litter was more common in the 
cases of the primiparz, and in every instance the 
abortion occurred on the second or third day after 
the injection. 

In the rabbit it is possible to produce normal cor- 
pora lutea during pregnancy. This was done by the 
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injection of the Antuitrin S. In the animals that 
did not abort on the second or third day after the in- 
jection emptying of the uterus occurred fifteen days 
after the injection. The period of fifteen days coin- 
cided with the life cycle of the corpus luteum in the 
rabbit. 

In normal rabbits a small dose of pituitrin at term 
is sufficient to induce labor, but in the series re- 
viewed, a dose of pituitrin 1,000 times as great as 
normal would not induce labor if the injection of 
Antuitrin S was given less than fifteen days before 
term. ‘Therefore, the experimentally produced cor- 
pora lutea inhibited even the action of pituitrin at 
term. Apparently neither overdistension of the 
uterus nor the condition of the fetus played a part 
in the induction of labor. 

I'rom these studies the author concludes that, in 
the rabbit, the retention of the fetus in the uterus is 
under hormonal control. Henry S. ACKEN, Jr., M.D. 


Rao, G. T.: The Effect of Mastectomy on the 
Capacity for Conception, the Course of Preg- 
nancy, and Involution of the Uterus After 
Delivery (Influenza dell’ablazione della mammella 
sulla capacita di concepimento, sull’andamento della 
gravidanza e sulla involuzione uterina postpartum). 
Riv. ital. di ginec., 1933, XV, 487. 

From the study of the relationship between the 
mammary glands and the female genital organs many 
important observations have been reported. With 
the use of transplants of ovarian tissue, Athias, 
Steinach, and Sand were able to produce a definite 
hypertrophy of the breasts in male animals. Calabro 
and Fantozzi found that ovarian hormones have a 
decided inhibitory influence on lactation. Dixon and 
others, by subjecting lactating animals to ovariec- 
tomy, succeeded in increasing the secretion of milk. 
Fedorow and others, employing mammary ex- 
tracts, were able to produce marked atrophy of the 
ovaries. A number of investigators have been able 
to cause mammary hypertrophy in young animals 
before and after puberty and in castrated male and 
female adults by means of follicular hormones. 

The author’s study of the effect of mastectomy on 
conception, pregnancy, and the involution of the 
uterus after delivery was made on three groups of 
rabbits—Group 1, twenty non-pregnant rabbits; 
Group 2, twenty-one pregnant rabbits; and Group 3, 
the rabbits of Group 2 that went to term and ten 
other rabbits that had been delivered. 

Group 1 included ten virgin rabbits and ten adults 
which had previously given birth to one litter of 
young. All were subjected to bilateral mastectomy 
under local anaesthesia, and on the eighth post- 
operative day were placed in a cage with normal 
males. After four months two normal females were 
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added to the cage for controls, and in the sixth 
month all of the animals were sacrificed. 

At necropsy, only the two controls were found 
pregnant. In six of the rabbits subjected to mastec- 
tomy both ovaries showed numerous cystic forma- 
tions, and in all of them the adrenal glands were very 
much smaller than in the controls. Microscopic 
studies of the ovaries of the rabbits operated upon 
revealed atrophy, scarcity of mature or nearly 
mature follicles and corpora lutea, relatively numer- 
ous atretic follicles, and in many places degenera- 
tive changes in the primary follicles with alteration 
of the granulosa cells and cells of the ovum. In the 
uterus there was very little change in the muscular 
layers, but degenerative lesions were found in the 
mucosa and blood vessels. 

Group 2 consisted of twelve rabbits in the first 
month of pregnancy and nine which were approx- 
imately fifteen days from term. ‘These were sub- 
jected to mastectomy by the same technique. Nine 
of the twelve rabbits in the early stages of pregnancy 
aborted from ten to fifteen days after the operation, 
expelling dead fetuses. Two continued their preg- 
nancy to term. The nine rabbits in the late stages of 
pregnancy went to term and gave birth to normal 
ofispring. These rabbits were kept alive and in- 
cluded in Group 3. 

Group 3 consisted of the animals in the preceding 
group that went to term and ten rabbits which were 
subjected to mastectomy after delivery. At nec- 
ropsy, which was done at varying ‘intervals of the 
puerperium, the pathological findings in the ovaries 
and adrenals corresponded quite closely to those in 
the other groups. In the uteri, macroscopical and 
microscopical examinations showed that the process 
of involution was retarded in both the animals 
operated upon during pregnancy and those mastec- 
tomized after delivery. Grossly, the uteri were large, 
oedematous, and doughy in consistency. On micro- 
scopical examination the muscularis was found 
atonic and the blood vessels were seen to be dilated 
and filled with blood. 

The author draws the following conclusions: 

1. Extirpation of the mammary glands has a 
definite inhibitory effect on conception. 

2. Extirpation of the mammary glands carly in 
pregnancy very often causes abortion. 

3. Extirpation of the mammary glands has a 
marked influence on the process of involution of 
the uterus after delivery. 

4. Although it is difficult to apply the findings in 
animals to human beings, it appears that the results 
in animals are not far removed from those that may 
obtain in the human female. 

GrorGE C, Finoia, M.D. 


Gibberd, G. F.: The Significance of Recurrence in 
the Late Toxzmias of Pregnancy. J. Obst. & 
Gynec. Brit. Emp., 1934, xli, 23. 

Nearly all clinicians agree that the late toxszemias 
of pregnancy (albuminuria and eclampsia) some 
times give rise to chronic nephritis and frequently 
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recur in subsequent pregnancies. However, there is 
disagreement in the interpretation of the facts. 

This article is based on ninety-one originally 
healthy women who were followed for from two to 
twelve years after the first attack of toxemia. 
Thirteen (14 per cent) developed chronic nephritis 
In nine, this became evident after the first toxzmic 
pregnancy; in two, after the second; and in two, after 
the third. Three of the women died from uremia. 

Thirty-five (38 per cent) of these women had a 
recurrence of the toxemia in a subsequent preg 
nancy, but were free from signs of permanent renal 
damage in the interval between the pregnancies. 
Most of them had a toxemia in all subsequent 
pregnancies. 

Forty (44 per cent) had a number of subsequent 
pregnancies with no recurrence of the toxemia. 

The two major questions to be answered are: 

1. What is the cause of the toxemia? 

2. What is the cause of the recurrence of the 
toxemia in the group in which recurrence is a con- 
stant feature? 

Gibberd claims that his theory of occult nephritis 
answers the second question although it does not ex 
plain the cause of the toxemia. He believes that 
the renal damage, which is manifested when the 
patient becomes pregnant again by recurrence of the 
toxemia, is occult nephritis. 

The factor determining recurrence must meet the 
following requirements: 

1. It must be acquired, since some women do not 
havea recurrence until late in their child-bearing life. 

2. Once acquired, it must be constantly present, 
since women having one recurrence tend subse 
quently to have others. 

3. It cannot be precisely the same factor as that 
responsible for the first toxemia as there is a well 
defined group of women who, having one toxamic 
pregnancy, subsequently show no tendency to de 
velop a recurrence. 

Occult nephritis will satisfy all of these require 
ments. Evidence that the occult renal damage is 
caused by the first toxwmia is the fact that recur 
rence can be favorably influenced by cutting short 
the length of the first toxemia by the induction of 
premature labor. T. Frovp Bert, M.D 


McKelvey, J. L., and Turner, T. B.: Syphilis and 
Pregnancy: An Analysis of the Outcome of 
Pregnancy in Relation to Treatment in 943 
Cases. J. Am. M. Ass., 1934, cii 


502. 


The authors report a study of 943 pregnancies in 
syphilitic women with regard to the effect of anti 
syphilitic treatment on the outcome of the preg 
nancy, the occurrence of congenital syphilis in the 
offspring, and the relative value in the diagnosis of 
congenital syphilis of the Wassermann reaction of 
the blood of the umbilical cord, the histological 
structure of the placenta, and roentgen examination 
of the infant’s bones for syphilitic epiphysitis. 

Of the cases in which the Wassermann reaction of 
the blood of the umbilical cord was negative, the 
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infant was non-syphilitic in 86.2 per cent, whereas 
of those in which this reaction was positive, the 
infant was normal in only 18.6 per cent. 

Of the cases in which the placenta was normal on 
macroscopic and microscopic examination, the infant 
was non-syphilitic in 79.9 per cent, whereas of those 
in which the placenta showed syphilitic changes, the 
infant was syphilitic in all but 12.1 per cent. When 
both the Wassermann reaction of the blood of the 
umbilical cord and the condition of the placenta 
were considered together, the information obtained 
was of more value than when only one of these 
factors was considered alone. 

Infants presenting roentgen evidence of syphilitic 
epiphysitis invariably exhibited other evidences of 
congenital syphilis. However, of the infants show- 
ing no abnormalities on roentgen examination, 
20.5 per cent were subsequently shown to have 
congenital syphilis. 

The striking beneficial effect of antenatal ars- 
phenamine therapy is shown by the fact that only 
54.1 per cent of the infants of untreated syphilitic 
mothers were born alive and 64.5 per cent of these 
were syphilitic, whereas when as little as 1 gm. 
or less of arsphenamine was administered 89 per 
cent of the infants were born alive and only 27 per 
cent were syphilitic. The administration of larger 
amounts of arsphenamine or related products 
brought about a further reduction in the fetal 
mortality and in the incidence of syphilis in the off- 
spring. In cases in which as much as 4 gm. (from 
12 to 14 injections) was given, none of the infants 
was syphilitic. The administration of heavy metals, 
mercury or bismuth compounds, in addition to 
arsphenamine yielded better results than the ad- 
ministration of arsphenamine alone. Better results 
were obtained also when the treatment of the mother 
was started in the first half of pregnancy than when 
it was begun in the latter half. However, it was 
found particularly important to give the arsenicals 
in the two months immediately preceding delivery. 

In the cases of women who were treated before 
pregnancy and not during pregnancy, the results 
were in general quite as good as those obtained when 
the woman was treated only during pregnancy. 
However, the status of the syphilitic infection in the 
mother was probably the important factor. Anti- 
syphilitic treatment both before and during preg- 
nancy yielded results superior to those obtained by 
treatment during either period alone. 

ROWLAND M. Exkstranp, M.D. 


Maes, U., Boyce, F. F., and McFetridge, E. M.: A 
Surgical Consideration of Appendicitis in 
Pregnancy. Am. J. Obst. & Gynec., 1934, xxvii, 214. 


Appendicitis as a complication of pregnancy is 
particularly likely to recur if there has been a his- 
tory of previous attacks. The pathological changes 
are probably no more serious than in the non- 
pregnant state, but because of anatomical and 
physiological factors, may become severe and fatal 
if surgical treatment is not given promptly. 


INTERNATIONAL ABSTRACT OF SURGERY 





Abortion increases the mother’s risk, but occurs 
because of the disease and not because of the surgery 
instituted to relieve it. The fetal mortality is high. 
The maternal mortality depends on the stage of the 
pregnancy and the severity of the disease. When 
the disease is mild, it is little higher than in the non- 
pregnant state, 

Diagnosis late in pregnancy is complicated by the 
various factors introduced by pregnancy, and is 
almost entirely a clinical problem. In the differential 
diagnosis, the chief difficulty is presented by pyelitis. 

Prompt operation is indicated as soon as the con- 
dition is diagnosed or reasonably suspected, and 
should be performed throughout according to sound 
surgical principles. Delivery should be according to 
obstetrical indications. Proper precautions during 
the immediate postoperative period may prevent 
abortion or premature labor. 

In fifty cases reviewed by the authors there was 
only one death, that of a woman in the third tri- 
mester of pregnancy who had a generalized peri- 
tonitis with subsequent phlebitis of the pelvic veins. 
Forty-five of the fifty patients were operated upon 
before the condition became serious. 

Epwarp L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Merger, R.: Late Caesarean Section. The Indica- 
tions for Operative Intervention. Conduct of 
the Test of Labor (La césarienne tardive. Les 
indications des procédés opératoires. Conduite de 
Vépreuve du travail). Gyvnéc. et obst., 1933, xxviii, 664. 

The decision for or against delivery by the ab 
dominal route during labor is extremely difficult to 
make in borderline cases. It is usually based on an 
evaluation of the clinical signs of probable or po- 
tential infection, and as there is no constant parallel- 
ism between such clinical signs and the virulence of 
the bacteria there can be no absolute certainty as to 
the proper procedure. The procedures used are 
therefore based entirely upon probability. 

The author describes the following 4 degrees of 
infection during labor and gives his preference for 
treatment in each: (1) infection not evident but 
possible, (2) infection not evident but probable, 
(3) infection evident but apparently not severe, and 
(4) infection evident and severe. In the 2 latter 
types there is usually little difficulty in arriving at a 
decision. In severe cases complete hysterectomy is 
the only treatment. In less severe cases exterioriza 
tion of the uterus after the classical caesarean section 
(Portes operation) may be performed, especially if 
the patient is 4 young primipara or a woman without 
living children. 

The first 2 types of infection require great care in 
the determination of the indications for and the 
management of the test of labor, especially in border 
line cases of pelvic contraction. No fixed rules can 
be laid down as all of the following factors must be 
considered: 

1. Static factors. In cases of funnel and generally 
contracted pelvis the test of labor should be less 














prolonged than in cases in which the pelvis is of the 
flat type. The size and condition of the fetus must 
also be taken into consideration. In cases of large 
fetus, lack of engagement, and over-riding of 
the head undue prolongation of the test of labor 
must be avoided. When the fetus is believed to 
be damaged cesarean section should be avoided if 
possible. 

2. Dynamic factors. When engagement fails to 
take place in the presence of good uterine con- 
tractions, cesarean section should not be delayed 
unduly. 

3. The effect of labor on the over-riding head, the 
relation of the head to the lower segment of the 
uterus, the advance and position of the presenting 
part, and the condition of the bag of waters. These 
factors must be considered carefully during the test 
of labor. Since rupture of the membranes is the 
critical point in the determination of the prognosis 
of the test of labor, this phase must be carefully 
watched. In cases of early rupture of the mem- 
branes, caesarean section is indicated when, after 
effective uterine contractions, the unengaged head 
fails to advance, does not accommodate itself to the 
lower uterine segment, or the cervix fails to dilate. 
In cases of cervical dystocia, spasmalgine (opium 
and belladonna) often gives good results. The 
procedure in the presence of unruptured membranes 
is debatable. Artificial rupture is indicated es- 
pecially when dilatation is complete and should be 
followed by the injection of % c.cm. extract of the 
posterior lobe of the pituitary gland to stimulate 
contractions. The performance of low cervical 
cesarean section when advance of the head has 
failed to occur even after rupture of the membranes 
has never resulted fatally in the author’s experience. 

Merger ‘reviews the abdominal cesarean sections 
performed at the Maternité de la Pitié in the period 
from January 1, 1927, to December 31, 1932. 
Hysterectomy after caesarean section in 26 cases had 
a maternal and fetal mortality of 15 per cent. Con- 
servative cesarean section performed in 212 cases 
had a maternal mortality of 3.2 per cent. Of 92 
cases in which cesarean section was done after a test 
of labor there were 2 deaths, a mortality of 2 per 
cent. One of the deaths was due to operative shock 
and the other to infection. In 108 cases, including 
cases in which cesarean section was done after the 
test of labor and emergency cases in which the 
operation was done late in labor, there were 3 deaths, 
a mortality of 2.7 per cent. The author concludes 
that the results prove that at the Maternité de la 
Pitié the test of labor is carried out on the basis of 
the proper indications. Haroip C. Mack, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Paine, C. G.: A Study of Immunity to Hamolytic 
Streptococci in Puerperal Infection. J. Obst. & 
Gynec. Brit. Emp., 1934, xli, 12. 


A number of strains of streptococci derived from 
cases of puerperal sepsis were studied with regard to 
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their toxin production, and sera from the patients 
were studied with regard to their bacteriotropic 
power and their ability to increase the bactericidal 
power of normal blood. 

Two of seven strains showed toxic production. It 
was demonstrated experimentally that sera from 
patients infected with these toxin-producing hemo- 
lytic streptococci somewhat increased the bacteri- 
cidal power of normal blood. These sera also pro- 
tected mice against doses of the same toxin-produc- 
ing streptococci which were beyond the maximum 
lethal dose for mice. 

In experiments in which rabbits were immunized 
with sterile whole cultures of toxin-producing 
strains, the sera acted similarly to the sera in the 
previous experiments and this phenomenon was ob- 
served only when the toxin-producing strains were 
employed. 

The antigen used in the rabbits was shown to con- 
tain virulent streptococci and toxin. Therefore the 
serum contained both antibacterial and antitoxic 
properties. 

The findings of these experiments may possibly 
explain the beneficial effect of transfusions from 
patients convalescent from puerperal sepsis to 
patients suffering from puerperal sepsis and of small 
transfusions when the infective organism is a toxin- 
producing hemolytic streptococcus. 

W. R. Frazier, M.D. 


Markoff, N.: Curettage of the Puerperal Uterus 
Containing Placental Débris in Infected Cases 
(Du curetage des utérus puerpéraux contenant des 
débris placentaires, dans les cas infectés). Rev. 
frang. de gynéc. et d’obst., 1933, xxviii, 992. 

This article is a discussion of the active versus the 
inactive management of infections of the puerperal 
uterus containing placental fragments. Some ob- 
stetricians advocate surgical removal of retained 
secundines in the presence of infection by curettage 
or digital removal whereas others, fearing the 
dangers of uterine perforation and bacterial dis 
semination, advise expectant treatment. The author, 
who belongs to the first group, reports on 348 cases 
of retained secundines which were treated by curet- 
tage. 

Of the 71 cases in this series in which infection 
was definitely indicated by a temperature of from 38 
to 39 degrees, death occurred in 7 (9.8 per cent). In 
the remaining 277 cases, in which the temperature 
was normal or subnormal, there were no deaths. The 
mortality in the entire number of cases was 2 per 
cent. The histories of the 71 cases with infection are 
recorded briefly. 

In the majority of the cases with infection the 
curettage was done between the fifth and tenth days 
after delivery. In some cases, however, it was done 
on the first day after delivery because of urgency of 
the symptoms, and in others as late as the thirtieth 
day. Of the 7 fatal cases, it was done on the third 
day in 2, and on the second, sixth, seventh, eighth, 
and sixteenth days in 1 each. 
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While the author believes that, in general, late 
curettage offers the most favorable results, he states 
that early intervention is necessary when infection 
is associated with severe hemorrhage. As placental 
fragments become firmly adherent by fibrinous 
exudate after the first week, early removal is usually 
less difficult and dangerous than late removal. 

At the author’s clinic, cases of infected abortion 
are also treated actively when the infection has not 
extended beyond the uterus. In 537 cases reported 
by Soukhanoff the mortality was 3 per cent. 

There is no strict parallelism between the eleva- 
tion of the temperature and the virulence of the 
infection, but the author cautions against curettage 
in the presence of high fever. While he admits that 
hysterectomy might have prevented the 7 deaths 
which occurred after curettage in his cases, he points 
out that statistics on treatment by hysterectomy 
show a much higher mortality rate than occurred in 
his cases. Non-fatal complications were noted in 
only 4 instances, and the majority of the patients 
were discharged from the hospital from six to ten 
days after the operation. 


The amount of hemorrhage from retained frag 
ments of the placenta bears no direct relationship to 
the size of the fragments as small pieces frequently 
cause more bleeding than larger ones. Postpartum 
haemorrhage is rarely due to subinvolution. In most 
cases in which it is attributed to subinvolution it is 
due to retained fragments of placenta. Because of 
the lack of tonicity of the uterine musculature, 
curettage of the uterus is more difficult after de 
livery than in the non-puerperal state. It should be 
done only by a trained gynecologist for when it is 
improperly performed perforation may result or 
fragments may be overlooked. Irrigation of the 
uterine cavity with tincture of iodine after curettage 
is said to increase the tone of.the uterus and aid in 
disinfection. Curettage is contra-indicated when the 
infection has spread beyond the uterine cavity to the 
parametrium, adnexa, or peritoneum. 

The author is convinced that active management 
by curettage is greatly superior to conservative 
management and also gives better results than rad 
ical treatment by hysterectomy. 

Harotp C, Mack, M.D 
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ADRENAL, KIDNEY, AND URETER 


Castronovo, E., and Baroni, B.: A Contribution on 
the Hydromechanical Pyelorenal Phenomena 
in Ascending Pyelography (Contributo alla 
conoscenza dei fenomeni idromeccanici pielorenali 
nella pielografia ascendente). Ann. ital. di chir., 
1933, XU, 905. 

In a study of the hydromechanics of the kidney 
in ascending pyelography the authors exteriorized 
the ureters of dogs and injected an opaque solution 
such as lithium iodide, uroselectan, B abrodil, per- 
abrodil, pielofanina, or torofanina at various pres- 
sures and over various periods of time. 

When the solution was injected at a pressure below 
the secretory pressure of the kidney over a long 
period of time, the pyelograms showed a reflux from 
the pelvis into the interstitial tissue lymphatics and 
tubules. This occurred when lithium iodide, uro- 
selectan, abrodil, and pielofanina were used. 

When the injection was made under a pressure 
slightly above the secretory pressure of the kidney 
and continued over a short period of time, the 
pyelograms showed a pyelo-interstitial, lymphatic, 
and pyelotubular reflux. The same result was pro- 
duced with all of the solutions except torofanina. 
When the latter was used, no evidence of a reflux 
was noted. 

When the injection was made under a pressure 
well above the secretory pressure of the kidney, the 
pyelograms showed a pyelovenous and pyelotubular 
reflux with diffusion into the cortex and subcapsular 
collections of the opaque solution. All of the solu- 
tions gave the same result, but some produced more 
distinct evidence of reflux than others. 

PETER A. Rost, M.D. 


Ribbing, S.: An Overlooked Source of Error in the 
Interpretation of Pyelograms (Une source 
d’erreurs négligée dans l’interprétation des pyélo- 
graphies). Acta radiol., 1933, xiv, 545. 

The author calls attention to the fact that the 
contrast fluids used for retrograde pyelography 
mixes with the urine only with difficulty. By means 
of pyelograms he shows that they sink to the bottom 
of the renal pelvis and are covered by the urine. He 
emphasizes, therefore, that for the avoidance of 
error the patient should be X-rayed in several po- 
sitions. 


Hlusfeldt, E., and Aalkjaer, V.: Maclean’s Urea- 
Concentration Test in Cases of Surgical Kidney 
Sufferings. Acta chirurg. Scard., 1934, \xxiii, 300. 


The discussion of Maclean’s urea-concentration 
test is preceded by a brief review of the unilateral 
kidney tests most generally used, the results ob- 
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tained with them, and the sources of error attached 
to them. In the Maclean test, 15 gm. of urea in 100 
gm. of water are given by mouth after a twelve hours’ 
thirst and the urea concentration in the urine from 
the bladder and ureter is determined at the end of 
one and a half hours. The authors have used this 
test in the cases of thirty-five patients with surgical 
conditions of: the kidney— six with tuberculosis, four 
with tumor, 15 with nephrolithiasis, five with uni 
lateral pyonephrosis, one with renal abscess, and 
four with hydronephrosis. Nineteen of the patients 
had been subjected to nephrectomy. 

The advantages and sources of error of the test are 
discussed in detail. 

Of twenty-six sound kidneys in the cases reviewed, 
twenty-four showed normal function (concentration 
2 per cent or more) and the remaining two showed 
only a slight reduction from the normal which was 
explained by reflex polyuria. 

Of the nineteen cases in which nephrectomy had 
been performed, the function of the remaining kid- 
ney was normal in sixteen and almost normal (con- 
centration 1.9 per cent) in two. In one, the concen- 
tration was 1.6 per cent because the kidney con 
tained two calculi the size of peas. Even in this case, 
however, the nephrectomy was uncomplicated. One 
patient with normal function of the remaining kid 
ney died from postoperative uremia evidently due to 
an ascending infection of the kidney. 

In conclusion the authors discuss the results of the 
Maclean test in special groups of diseases. 


Lupacciolu, G.: Pyelo-Ureteral Dyskinesias and 
Malformations of the Vertebral Column (Dis 
cinesei pieloureterali e malformazioni della colonna 
vertebrale). Radiol. med., 1934, XXi, 1. 

Lupacciolu discusses the theory of Nuvoli and 
Impiombato that in many cases with symptoms of 
renal calculus in which no calculus can be demon 
strated the symptoms are due to spastic and dysk 
inetic phenomena produced by congenital malforma- 
tion of the vertebral column. He believes that this 
theory merits consideration by roentgenologists and 
urologists because it seems to be supported by con 
siderable evidence in the literature. 

Of 350 cases studied in the Ospedale del Littorio, 
malformations of the spine such as lumbarization, 
sacralization, rachitis, supranumerary vertebra, de 
formity of the sacrum were found in 226. Of the 
latter group, malformation of the kidneys was found 
in 6, renal tuberculosis in 4, and evidence of cal- 
culosis in 28. In almost all of the cases in which 
pyelography was carried out, the examination re 
vealed a functional disturbance of the urinary sys- 
tem such as spasms, dilatations, or abnormal motil- 
ity. Of the 124 cases without malformations of the 
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spine, renal malformation was found in 2, renal tuber- 
culosis in 1, and evidence of calculi in 8. In 15 cases 
the symptoms were found to have no relationship to 
the urinary tract, being due to a condition such as 
appendicitis or cholecystitis. In more than half, the 
pain was due to vertebral arthritis or radiculitis. 

The author reports 10 of the most interesting 
cases in detail. EuGEeneE T. Leppy, M.D. 


Itibereé, D. V.: Vesico-Ureteral Reflux in Renal 
Tuberculosis (Refluxo vesico-ureteral na _ tuber- 
culose renal). Rev. urol. de S. Paulo, 1933, i, 168. 


The author emphasizes the frequency of vesico- 
ureteral reflux in renal tuberculosis in general and 
after operation, and the great practical importance 
of its recognition for the avoidance of diagnostic 
errors. Confusion arises particularly in unilateral 
cases with a considerable backwash on the normal 
side. In fact, the reflux is found oftener on the sound 
side than on the diseased side. Itiberé deals es- 
pecially with regurgitation as the mechanism of in- 
fection of the second kidney. He reports three cases of 
vesico-ureteral reflux in renal tuberculosis. Two of 
them were inoperable. The third showed a late per- 
sistent reflux after nephrectomy. Delayed post- 
operative reflux is quite frequent and demonstrates 
that nephrectomy does not always prevent in- 
fection of the other kidney. If reflux occurs before 
the operation, greater precautions must be taken in 
all examinations and the patient must be kept under 
observation aiter the operation. The best means of 
protecting the second kidney is early removal of the 
kidney primarily attacked. 

The article is supplemented by roentgenograms 
and a bibliography. M. E. Morse, M.D. 


Greenberg, B. E., Brodny, M. L., and Robins, S. A.: 
Solitary Cysts of the Kidney. Am. J. Surg., 1934, 
XXiil, 271. 

The authors review the literature on solitary cysts 
of the kidney and discuss the theories regarding the 
formation of these cysts, their etiology, their in- 
cidence, the X-ray findings, co-existing pathological 
lesions, and the methods of pre-operative diagnosis. 
They cite particularly Carson’s summation of 
present-day theories. The latter ascribes the cysts to: 
(1) embryonal rests; (1) failure of union between the 
glomeruli and collecting tubules; and (3) blocking of 
the tubules by fibrous tissue. 

Intravenous urography is much more liable to 
assist in the diagnosis than retrograde pyelography. 
In many cases other pathological lesions are present. 

The authors report ten cases. Etmer Hess, M.D. 


Simpson, G.: Carcinoma of the Kidney. Brit. J. 
Surg., 1934, xxi, 388. 


The author believes that carcinoma of the kidney 
occurs more frequently than the literature indicates, 
and that the classification of renal growths into 
those of the hypernephroma or Grawitz type and 
those of the embryoma or Wilms type is misleading. 
He reports four cases of renal carcinoma. The most 
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important signs in these cases were severe and con 
stant pain in the back which was unaffected by 
exercise; the occurrence of hematuria at some time 
during the illness; collapse of one or more of the 
lumbar vertebra, which was evident in the roent 
genograms; paraplegia; and early cachexia. Re 
peated attempts to palpate the kidneys were un 
successful except in one case. 

Cystoscopic examination at the time of bleeding 
will reveal the source of the hemorrhage. In the 
absence of bleeding, the determination of kidney 
function is of great value. Bilateral pyelograms may 
be misleading. As even in late cases there may be 
very little deformity, an early diagnosis may be very 
difficult. Excretion urography may prove to be of 
aid. 

When an exploratory incision is made in earl, 
cases the kidney may appear normal. The autho: 
split several kidneys and examined the surfaces for 
growths. This method is unsatisfactory because of 
hemorrhage, large infarcts, and the possibility of 
missing a small tumor in another part of the kidney 
The radical procedure for painless hematuria is 
nephrectomy. While many kidneys may have been 
sacrificed needlessly, early lesions were found in 
some of those removed. 

The author reports a case in which nephrectomy 
performed seven days after the first onset of hama 
turia revealed a sarcoma and death occurred several 
months later from secondary abdominal growths. 

CLAuDE D. PiIcKRELL, M.D. 


BLADDER, URETHRA, AND PENIS 


Herbst, R. H.: Urography as a Guide to Surgical 
Indications of Diverticula of the Urinary Blad- 
der. J. Am. M. Ass., 1934, cii, 188. 


Herbst classifies diverticula of the urinary bladde: 
into: (1) large-neck, non-retention diverticula, anc 
(2) small-neck retention diverticula. In ordinary, 
prostatic hypertrophy small-neck retention divertic 
ula are rare, and the large-neck non-reteniion diver 
ticula are found most often. The powerful contrac 
tions of the small, thick-walled bladder stimulated b\ 
infection causes severe intracystic pressure which 
may result in the formation of small-orifice retention 
diverticula. This condition is most commonly asso 
ciated with fibrosis or bar formation at the bladde: 
neck. In simple hypertrophy of the prostate, the ob 
struction and retention develop fast, resulting in 
comparatively rapid dilatation and thinning out of 
the bladder wall. The strain on weak areas in the 
bladder wall is less and diverticula, when found, are 
usually of the large-neck type. 

Early correction of the milder forms of bladder 
neck obstruction, such as fibrosis and median bar, 
may prevent the formation of diverticula. For : 
good functional result all retention diverticula mus! 
be removed. Non-retention diverticula of small or 
moderate size do not require surgical attack othe: 
than correction of the obstruction at the bladder 
neck. TuHeEopuit P. Graver, M.D. 
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of Aniline 
Urol., 1934, 


Washburn, V. D.: The Treatment 
Tumors of the Urinary Bladder. J. 
XXXi, 155. - 

The author states that when an aniline tumor of 
the bladder is small and benign in appearance, he 
does a biopsy and follows it by fulguration at the 
same sitting without awaiting the pathological re- 
port. For all bladder tumors except those that are 
small, accessible, and of Grades 1 and 2, the treat- 
ment of choice is the implantation of gold radon 
seeds through an open bladder incision. The seeds 
represent about 1.5 mc. each and are implanted at 
distances of cm. The author treats sessile and sub- 
mucous tumors by implantation only. In cases of 
papillary and larger necrotic tumors the treatment 
consists in removal of the neoplasm by means of the 
electric current or by twisting it off with a sponge 
forceps, implantation of the base of the tumor with 
radon seeds, and cauterization. In order to apply a 
sufficient number of seeds, the size and number of 
the tumors must be known definitely. The author 
sutures the bladder wall snugly around a No. 22 F. 
soft rubber catheter and a cigarette drain placed in 
the prevesical space. The catheter and drain are re- 
moved not later than the fourth postoperative day. 

Twenty-three cases of aniline tumors of the blad- 
der are reported. All of the patients were men en- 
gaged in the manufacture of dyestuffs. In eleven 
cases of single tumor and seven of multiple tumors 
the treatment consisted of cystoscopic fulguration 
with the bipolar current. In five cases open opera- 
tion was done. Two of the latter were cases of single 
tumor, and three were cases of multiple tumors. 
One of the single tumors was of Grade 3 and the 
other of Grade 4. In one of the three cases of mul- 
tiple tumors the neoplasms were of Grade 3, in one 
they were of Grade 4, and in one they were clinically 
malignant but unfavorable for biopsy. There was 
no mortality. Louis NeuweEtt, M.D. 


Flocks, R. H.: The Roentgen Visualization of the 
Posterior Ureinra. J. Urol., 1933, xxx, 711. 


Flocks describes a method for the roentgenological 
study of the male urethra and bladder which is based 
on the use of: (1) a contrast medium—lipiodol 
mixed with water and a lubricating jelly; (2) the 
oblique position for study of the prostatic urethra 
and the neck of the bladder—the pelvis at an angle 
of 45 degrees with the horizontal, the left thigh ex- 
tended, and the right thigh flexed about 45 degrees; 
and (3) the principle of double contrast for simul- 
taneous visualization of the prostate and prostatic 
urethra—a combination air cystogram and opaque 
urethrogram. 

The findings of the method in the cases of normal 
males of different ages and in cases of stricture of 
the urethra, periurethral abscess, prostatic abscess, 
cord bladder, contracture of the neck of the bladder, 
and benign and malignant enlargements of the 
prostate, and the use of the method in the study of 
the results of prostatectomy and prostatic resection 
are shown by illustrations. 


The cysto-urethrograms of prostatic enlargements 
are interpreted briefly on the basis of the clinical 
and cystoscopic findings and the results of the 
operative procedures. The author states that, by 
the use of the cysto-urethrogram, it is possible to 
determine the nature of an anatomical deformity 
in the prostatic urethra and at the bladder neck 
quite accurately. FRANK M. Cocuems, M.D. 


Moller, W.: Miliary Tuberculosis After Sounding of 
a Tuberculous Stricture of the Urethra (Miliar- 
tuberkulose nach Sondierung bei tuberkuloeser 
Urethrastriktur). Acta chirurg. Scand., 1934, \xxiii, 
597. 

The author reports two cases of renal tuberculosis 
and tuberculous stricture of the urethra in which a 
fatal miliary tuberculosis developed immediately 
after intra-urethral treatment. In one case the 
latter consisted of catheterization, and in the other 
of sounding. As there were no signs of urethral 
tuberculosis in these cases, the author emphasizes 
the importance of considering the possibility of 
miliary tuberculosis in all cases of renal tuberculosis 
before sounding or cystoscopic examination is under- 
taken. In cases in which careful catheterization sug 
gests the presence of urethral tuberculosis, intra- 
urethral manipulations with firm instruments should 
be avoided and the local condition should be in- 
vestigated by intravenous pyelography. Only in 
cases in which secretory urography also fails should 
free exploration of the kidney or cystoscopic ex- 
amination be attempted. 


GENITAL ORGANS 
Coutts, W. E.: Genito-Ano-Rectal 


granulomatosis of the Male. 
xcix, 188. 


Lympho- 
Ann, Surg., 1934, 


The author reports a study of seven cases of 
genito-ano-rectal lymphogranulomatosis in the 
male. The etiology of the condition is obscure. The 
opinion that syphilis, tuberculosis, or gonorrhoea 
may be the causative factor is now known to be 
incorrect. ‘Two types of the condition are recog 
nized. In one, the syndrome begins with the ap 
pearance in the lower perineum of abscesses and 
fistula which are not related to the urethra, and 
the anorectal symptoms do not develop until several 
years later. In the other, the fistula appear when 
the rectal stricture is already established and can be 
diagnosed by simple rectal examination. The site of 
penetration of the virus is apparently different in the 
two forms. In the first form it is probably the pos 
terior urethra, and in the second, the anus or rectum. 
All but one of the author’s seven patients were under 
thirty years of age. The prognosis of the condition 
is very uncertain. Henry L. SANrorp, M.D. 
Johnston, R. L.: Studies in the Physiology of the 

Prostate Gland. /ndocrinology, 1934, xviii, 123. 


Johnston reports studies made on the prostate 
gland and testicles of rats and dogs to determine the 
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effects of radium emanation and roentgen irradiation 
on the histological structure and hormonal relations 
of these organs. The average weight of the testicles 
of white rats was reduced 42 per cent by o.2 mc. of 
radon left in the scrotum for six weeks. Doses of 
6, 8, and ro mc. of radon in the prostates of dogs 
reduced the circumference of the prostate 22, 22, and 
19 per cent in twenty-two, thirty-five, and forty-one 
days respectively by necrosis contiguous to the 
source. Testicles irradiated with from 800 to 2,000 r 
units showed profound injury of the tubular epithe- 
lium. When 2,000 r units were used, the destruction 
was almost complete. The corresponding prostatic 
epithelium showed no change. Fertility was de- 
creased by irradiation of the testicles, but not by 
irradiation of the prostate. 

In studies of the effect of Antuitrin-S, Johnston 
found that there was usually a moderate increase in 
the size of the testicle and always a very marked 
increase in the size of the accessory sex glands. Very 
heavy roentgen doses to the testicles of dogs failed 
to produce castration effects on the prostate gland, a 
fast showing that the testicles so treated maintained 
their hormonal function. Frank M. Cocuems, M.D. 


Harris, S. H.: Prostatectomy with Closure: Five 
Years’ Experience. Brit. J. Surg., 1934, xxi, 434. 


The author reviews 371 prostatectomies per- 
formed by him in the five-year period ending October, 
1932. In 356 of these cases primary closure was done 
after the prostatectomy. Suprapubic drainage was 
left in only 15. There were 10 deaths, a mortality of 
slightly less than 2.7 per cent. In only 3 of the cases 
of primary closure was re-opening of the bladder 
necessary. In one of the latter, cystostomy was done 
on the seventh day on account of incomplete drain- 
age due to a faulty catheter. In another, cystostomy 
and blood transfusion were necessitated by a severe 
hemorrhage occurring immediately after the pros- 
tatectomy. In the third, the tip of the catheter 
found its way through the bladder incision and on 
the seventh day the bladder was opened, the 
catheter re-adjusted, and the prevesical space 
drained. 

The technique of the suprapubic operation and 
the instruments used for it are described in detail. 
The essential features of the operation are immediate 
control of hemorrhage by suture, re-formation of the 
prostatic urethra with obliteration of the prostatic 
cavity, and immediate closure of the bladder and 
abdominal wound. Tueopuit P. Graver, M.D. 


Monaco, B.: Suture of the Vas Deferens (Sutura di 
deferente). Ann. ital. di chir., 1933, xii, 1260. 


Accidental injury to the vas deferens—complete 
severance or crushing with a clamp—is not an un- 
common occurrence during operations, especially 
those performed in the inguinal region. The early 
treatment of such injuries by simple approximation 
of the ends without suture or by simple suture of the 
ends without the use of a special technique led al- 
most invariably to occlusion of the lumen. 
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In experiments on ten dogs, Monaco severed the 
vas deferens and then repaired it by end-to-end 
approximation with splinting by means of a short 
piece of heavy catgut bridging the section and main 
tenance of the approximation by two laterally placed 
catgut sutures which did not penetrate the entire 
wall of the vas deferens. After varying periods of 
time the dogs were sacrificed and the vas deferens 
were examined roentgenologically and histologically. 

In one dog, a diverticulum, and in two dogs, a 
dilatation of the lumen was found at the point of 
section. One dog, studied biologically and carefully 
controlled, was found to have a pervious vas deferens 
which transmitted living spermatozoa one hundred 
and ten days after the operation. Obliteration of 
the lumen occurred in only one case and in this 
instance was due to angulation of the site of section. 
Histological examination showed that the elastic 
tissue re-appeared early, but the muscle tissue was 
not replaced up to ninety days after the operation. 

A. Louis Rost, M.D 


Dodrzanieki, W.: Roentgenography and Radiv- 
diagnosis of the Male Genital Tract—Vaso- 
Epididymo-Vesiculography. An Experimental 
and Clinical Study (Radiographie and radix 
diagnostic des voies génitales masculines—vas: 
épididymo-vésiculographie Etude expérimentale ct 
clinique). J. de chir., 1933, xlii, 843. 

The recent development of substances opaque to 
the X-rays and inoffensive to tissues has permitted 
the extension of roentgenographic technique to 
organs hitherto considered inaccessible. For some 
reason, however, the male genital tract has been 
neglected. In this article the author presents the 
results of his experience in this field. His material i 
cluded dogs, surgical specimens, cadavers, and pa 
tients. 

The opaque solution employed was thorotras'. 
This is a viscid fluid with a 25 per cent content oi 
thorium hydroxide in colloidal suspension. It has the 
advantage of not being precipitated by organi 
material. 

In the dog, excellent roentgenograms of tlie 
epididymis were obtained by injections through the 
vas. Histological examinations showed no damage 
to the epithelium. 

Studies of human material were first made on 
testicles removed at operation. The images diffe: 
entiated abscesses limited to the epididymis from 
those involving the testicle. 

In the interpretation of roentgenograms of the 
seminal vesicles, the normal anatomical variations 
must be taken into account. Picker distinguishes 
five types based upon the length and tortuosity 0! 
the principal duct, its relation to the lateral ducts, 
and the number and size of the diverticula. A full 
bladder causes the vesicles to descend in relation 
to the pubis, and a large prostate causes them to 
ascend. 

The seminal vesicles may be injected by cath: 
terization of the ejaculatory ducts or by puncture 
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of the vas. The first method is of little practical 
value because it cannot be performed consistently 
even by the most expert operators. Employing the 
second method, the author injects the thorotrast 
into the lumen of the isolated vas by means of a fine 
needle. Three or four cubic centimeters are injected 
in the direction of the seminal vesicle and from 2 to 
»'5 c.cm. toward the epididymis. Sometimes the 
quantity must be increased, depending upon the 
nature of the lesions present. The roentgenograms 
are taken immediately. To obtain the sharpest 
possible images it is best to roentgenograph the 
two sides separately. 

In tuberculosis of the seminal vesicles the changes 
are very clear even when the organs are normal to 
palpation. The shadows of the diverticula are 
rounded, producing a shotty aspect. Cavities appear 
as large pouches with hazy outlines. 

Roentgenograms of the epididymis are of value 
in determining the extent of a tuberculous process. 
When epididymectomy is contemplated, it is possi- 
ble to determine with a fair degree of certainty 
whether or not the testicle can be preserved. 

The author has found that in epididymitis the 
most extensive lesions are always in the tail. 

Injections into the tunics of the testicles were 
attempted, but no findings of value were obtained. 

The article contains twenty-three roentgeno- 
grams. ALBERT F. DE Groat, M.D. 


Hellner, H.: Local Circulatory Disturbances of the 
Testicle (Die oertlichen Kreislaufstoerungen des 
Hodens). Beitr. z. klin. Chir., 1933, clviii, 225. 


The changes caused by disturbances of the blood 
supply of the testicle must be classed as atrophies 
and necroses. Necrosis of the testicle is considered 
an anemic necrosis or a hemorrhagic infarction. 
Both conditions may occur as the result of direct or 
indirect occlusion of the vessels. Necrosis does not 
permit recovery, but atrophy is reversible up to the 
last degree and may be followed by recovery and 
new formation of spermatic cells. Only when the 
entire spermatic cell layer, including the Sertoli 
cells, is dead is recovery from atrophy impossible. 
Under these conditions fibrosis of the testicle occurs 
and the seminiferous tubules are obliterated by con- 
nective tissue. 

To determine the effects of various types of cir- 
culatory disturbances on the testicles the author 
carried out a large number of experiments on dogs. 
He found that complete interruption of the circula- 
tion in the spermatic cord caused complete destruc- 
tion of the testicle within from four to six hours. 

Venous obstruction does not cause noteworthy 
atrophy. Ina child, torsion of the cord of 180 degrees 
which resulted in venous obstruction did not cause 
serious damage. 

Ligation of the internal spermatic artery is not 
always followed by necrosis, but may result in a 
moderate degree of atrophy. Great care is necessary 
in ligation of the internal spermatic artery as often 
the internal spermatic veins are ligated. 
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Ligation of the internal spermatic vessels causes 
severe atrophy followed by fibrosis of the testicle 
and even necroses. That the severe injury of the 
testicle from ligation or occlusion of the internal 
spermatic vessels which was observed in the dog 
occurs also in man, is evidenced by clinical observa 
tions of so-called spontaneous degeneration of nor- 
mal testicles. In cases of thrombosis of the sper- 
matic cord and therefore complete obstruction of the 
circulation of the testicle, treatment leading to 
recovery is impossible. 

The author carried out a large number of torsion 
experiments on dogs to confirm experimentally the 
occasional clinical observation that recovery of the 
testicle is possible if the torsion does not exist too 
long. He found that every unrelieved torsion causes 
fibrotic atrophy of the testicle. Complete torsion of 
360 degrees does not necessarily lead to complete 
circulatory occlusion resulting in hopeless necrosis 
in from four to six hours. Therefore its treat 
ment should vary. According to the experiments, 
complete torsion of the testicle relieved within 
twelve hours is compatible with recovery of the 
organ. This finding is confirmed by about half a 
dozen clinical observations. It is necessary to make 
the diagnosis of torsion early. This is easy if the 
clinical picture of the condition is known, but un 
fortunately the clinical picture is often confused 
with that of acute orchitis, especially in the cases of 
children. Only early operation will save the testicle. 
It is not always necessary to remove a twisted testi 
cle immediately on the assumption that it will be 
come necrotic. (Z). 


Stelle, C. W.: Teratoma Testis: Fifteen Cases 
Studied Microscopically and Biologically. Arch. 
Surg., 1934, XXviii, 1. 

Stelle reports fifteen cases of malignant tumor of 
the testicle and gives a brief review of the literature 
on such tumors. In all of his cases the neoplasm was 
an embryonal adenocarcinoma of teratomatous 
origin. Stevens, Ewing, and Bell have reported adult 
teratomata of the testicle. 

In all of Stelle’s cases in which either the original 
tumor or an active metastasis was present Prolan A 
could be detected in the urine by the method of 
Aschheim and Zondek. Stelle stresses the impor- 
tance of the demonstration of Prolan A in the urine, 
especially in the diagnosis of metastases. He states 
that teratoma of the testicle is relatively radiosensi- 
tive, and the best method of treating it is surgical 
intervention supplemented by external irradiation. 

FRANK M. Cocuems, M.D. 


MISCELLANEOUS 


Campbell, M. F.: Chronic Pyuria in Juveniles 
J. Urol., 1934, xxxi, 205. 

Pyuria which persists longer than four weeks is 
considered chronic. In juveniles its causes are the 
same as in adults. The most frequent causes are 
lesions producing stasis. The author reviews 402 
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cases—those of 292 girls and 110 boys ranging in age 
from three months to fifteen years. 

The diagnoses with which the patients entered the 
hospital were chronic pyelitis, enuresis, renal stone, 
renal tuberculosis, and cystitis. 

Many of the renal infections were hematogenous 
although ascending infection is common in female 
children. The focal infections discovered on general 
physical examination were numerous, but respira 
tory infections were most common. Malnutrition 
and anaemia were found in 178 cases. 

Che colon-typhoid group of bacteria were present 
in 194 cases, staphylococci in 143, streptococci in 43, 
and various other types in the remainder. ‘The chief 
renal changes were those of chronic interstitial sup- 
purative pyelonephritis. In addition, there were 
changes caused by stasis, stone, and other local 
lesions. ‘The changes in the rest of the urinary tract 
were dependent on infection and the primary lesion. 

Che diagnosis requires a careful general and local 
examination. Urinalysis is very important. In the 
cases of males, urine voided after careful local 
cleansing, and in the cases of females, catheterized 
urine, should be examined. Pus, biood, and bacteria 
are of chief importance. 

\fter making the diagnosis the author gives a two 
weeks’ course of intensive medical treatment. This 


includes measures to eliminate focal infection and the 
administration of methenamine combined with am- 
monium chloride. 


From to to 12.5 gr. of methena- 
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mine are given a day at intervals. In the cases of 
children older than three years the ketogenic diet 
may be used. 

At the end of the two weeks of medical treatment 
a plain roentgenogram of the urinary tract is made 
Cystography, intravenous urography, and tests oj 
kidney function follow. If a diagnosis cannot }x 
made by these measures, cystoscopy is necessar\ 
Inspection of the urethra and bladder, ureter 
catheterization, tests of kidney function with i: 
digocarmine, and retrograde pyelography are done 
as indicated. General. local, or caudal anesthesia j 
used. 

The treatment is based on the cause of the co: 
dition. The surgical procedures are the same as fi 
adults. Juveniles stand major urological surgery 
better than adults. Postoperative acidosis is dange: 
ous. An increased fluid intake and numerous blo 
transfusions are indicated. Blood transfusions ar 
invaluable in surgical shock. In very young children 
hemorrhage is of more importance than infectio: 
whereas in older children the reverse is usually tru: 
Negative cultures are of greater importance than 
clear urine. 

In the cases reviewed there were 22 deaths fro: 
urinary disease and 19 from other causes. Twent) 
one children died from contagious diseases. Eight, 
two were cured, 192 were benefited, 32 were not 
benefited, and 36 cannot be traced. 

CraupeE D. PickrELtt, M.D 




















CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Rypins, E. L.: Blastomycosis of the Skeletal Sys- 
tem: A Brief Review of the Literature, with 
a Report of Three Additional Cases. Radiology, 
1934, Xxii, 77. 

The author quotes Castellani as follows: ‘The 
term ‘blastomycosis’ covers all conditions due to 
yeast-like fungi, but from a practical point of view 
it is of advantage. . . to limit its meaning to denote 
solely or principally a clinical entity or, more cor- 
rectly, a group of closely allied entities characterized 
by the presence of granulomatous verrucoid lesions 
in which fungi of the type blastomycoides are 
found.” Castellani said also, ‘““‘The term ‘blas- 
tomycosis’ covers a group of closely allied patho- 
logical conditions due to fungi of the genera sac- 
charomyces, cryptococcus, coccidioides, oidium, and 
monsilia, generally characterized by the presence of 
warty patches and minute epidermal abscesses.” 

The author adds three cases of blastomycosis of 
the skeletal system to the thirty-two now on record. 

The diagnosis rests on the discovery of the char- 
acteristic organism. The similarity of the patho- 
logical findings to those in tuberculosis is well known. 

As a rule the prognosis of blastomycosis of the 
bones is poor as the bone lesions are usually only a 
part of a systemic condition. 

The treatment consists mainly in the adminis- 
tration of iodides by mouth and intravenously. 

The author’s first case was that of a man forty- 
one years of age who died less than a month after 
his admission to the hospital. Autopsy revealed 
blastomycosis of the lungs, prostate, frontal bones, 
olecranon process of the right ulna, ninth and tenth 
thoracic vertebra, and skin of the face. 

The second case was that of a man forty-two 
years of age who had had a persistent cough with 
yellow sputum for a number of years. The patient 
first noticed skin lesions on the right knee, the left 
shoulder, and the right cheek. Roentgen examina- 
tion showed an abscess of the right lateral chest wall. 
On the right cheek, right hand, and left shoulder 
there were skin lesions from which blastomycetes 
were recovered. The patient was greatly benefited 
by large doses of iodides. 

The third case was that of a man of forty-seven 
years who had draining lesions of the wrist and tibia 
from which blastomycetes were obtained. Sympto- 
matic improvement occurred under treatment with 
iodides by mouth and the local application of copper 
sulphate. 

The author states that the pus should be examined 
for blastomycetes in all cases of chronic osteomy- 
elitic lesions. Rospert C. LONERGAN, M.D. 
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De Santo, D. A.: Ewing’s Tumor (Primary In- 
tracortical and Subperiosteal Lymphangio- 
Endothelioma). Report of a Case. Arch. Surg., 
1934, XXVili, 66. 

Great confusion exists in the terminology and 
classification of the group of tumors generally 
regarded as arising from endothelium. Although 
“wing was not the first to describe endothelial 
tumors of bone, he was the first to collect the evi- 
dence which justified consideration of the endotheli- 
oma as a separate type of primary bone neoplasm. 
Ewing’s tumor occurs between the fourteenth and 
nineteenth years of age, affects particularly the 
tibia, ulna, ischium, parietal bones, and scapula, 
involves much or all of the shaft of the long bones, 
grows slowly, and is radiosensitive. Ewing's original 
description stated that it does not produce new bone. 
Later, studies by Kolodny of the material of the 
Bone Sarcoma Registry and of Geschickter and 
Copeland indicate that bone production occurs in 
Ewing’s tumor. The previous misconception has 
undoubtedly resu!ted in many mistaken roent- 
genological diagnoses. 

Ewing’s tumor has been designated by a variety 
of names such as “diffuse endothelioma,”’ endotheli- 
omyeloma,” ‘‘Ewing’s sarcoma,” and “reticular 
sarcoma of the bone marrow.” Its nature and site 
of origin have been subjects of controversy. The 
author reports in detail a case which would seem 
definitely to establish the origin of the disease. 

The patient was a five-year-old boy who had a 
painful swelling of the tibia for eight months. Previ 
ously the condition had been diagnosed as osteo 
myelitis. A roentgenographic diagnosis of osteogenic 
sarcoma was made as there was extensive subperi 
osteal new bone formation with increased density 
of the medullary cavity. Amputation of the leg was 
done, but was followed by death from metastases 
seventeen months later. A full report of the gross 
and microscopic findings in the specimen and of the 
autopsy findings is included in the article. 

The author was able to establish direct continuity 
between dilated but normal lymph spaces in the 
haversian canals and abnormal lymph spaces in the 
subperiosteal and medullary zones. The lymphatic 
endothelium was hyperplastic and proliferating, and 
the lumina of these channels contained tumor cells 
and lymph. The most typical picture was seen in 
the cortical bone where the perivascular lymphatics 
were dilated and angiomatous in appearance. 
Subperiosteal ossification was occurring, but the new 
bone was not derived from tumor-forming elements. 

Studies of the lymphatics of bone indicate that 
perivascular lymph spaces occur in the cortex and 
beneath the periosteum, but have never been demon 
strated in the marrow This supports the author’s 











conclusion that the case he reports was a case of 
primary intracortical and subperiosteal lymphangio- 
endothelioma, and that every true Ewing’s tumor is 
of this type. The origin is in the lymphatic en- 
dothelium of the haversian canals and beneath the 
periosteum. The old theory that Ewing’s tumor is 
a primary osteolytic neoplasm of the medullary 
cavity is erroneous. Cuester C. Guy, M.D. 


Konjetzny, G. E.: Bone Sarcoma and Its Limits 
(Knochensarkome und ihre Begrenzung). Arch. f. 
klin. chir., 1933, clxxvi, 335. 

The author reviews the advances that have been 
made in recent times in our knowledge of bone sar- 
coma, calling attention particularly to the funda 
mental investigations of the American Registry of 
Bone Sarcoma founded by Codman in 1920, the re- 
sults of which have yielded new data for the recog- 
nition and judging of bone sarcomata. 

On the basis of Ewing’s recommendations and the 
classification developed by the American Registry of 
Bone Sarcoma, bone sarcomata are divided into five 
groups: (1) osteogenic sarcoma, (2) Ewing’s sarco- 
ma, (3) periosteal fibrosarcoma, (4) parosteal and 
extraperiosteal sarcoma of the soft parts, and (5) 
unclassified tumors. 

The metastatic growths and myelomata consti- 
tute a special group of malignant bone tumors. 

Americans apply the term “osteogenic sarcoma”’ 
to all bone sarcomata which can be traced back his- 
togenetically to the tissue elements entering into 
normal bone structure. The tissue structure of 
malignant tumors developing from the osseous 
mesenchyme corresponds to the manifold develop- 
mental possibilities of these cells in the formation of 
cartilaginous, osteoid, osseous, and connective tissue. 
This explains the well-known terms for the vari- 
ous tissue forms. The osteogenic sarcoma is the 
most common bone tumor. It develops as a single 
growth and occurs most frequently in the long tubu- 
lar bones, especially those of the lower extremities. 
Che primary development takes place usually in the 
metaphysis and rarely in the diaphysis. A primary 
appearance in several bones is observed practically 
only in Paget’s osteitis fibrosa. The tumor is most 
common between the fifteenth and twentieth years 
of age. Sarcoma developing on the basis of Paget’s 
osteitis fibrosa usually occurs at more advanced ages. 

With regard to the causes of the occurrence of sar 
coma very little is known. The fact that the tumor 
occurs most frequently in the period of maximum 
bone growth may be of etiological significance. The 
often repeated question regarding the relations be- 
tween injury and sarcoma development has not yet 
received a definite answer. In general the theory of 
such a causal relationship must be rejected in spite 
of the possibility that injury may hasten the develop- 
ment of a sarcoma. Also difficult to answer is the 
question of the importance of chronic inflammations, 
chronic irritations, and endocrine and metabolic 
disturbances in the development of sarcoma. In 
this connection the author cites the development of 
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sarcoma on the basis of Paget’s osteitis deformans 
and the somewhat obscure cases in which the devel- 
opment of sarcoma is assumed to have had its origin 
in a ‘‘circumscribed osteitis fibrosa.”’ He refers also 
to sarcoma developing during the healing of a frac- 
ture and on the basis of a traumatic periostitis or 
myositis ossificans. Of greater general pathological 
importance are Martland’s conclusions regarding the 
sarcoma occurring in radium dial painters which de- 
veloped on the basis of changes in the bone marrow 
(in the sense of an osteitis fibrosa) and must be at- 
tributed to the chronic irritating effect of radio- 
active substances. Mention is made also of the 
development of bone sarcoma after roentgen irradia- 
tion of tuberculous joints. A case of sarcoma devel- 
oping in the region of a local osteomyelitic fistula is 
reported, and attention is called to the fact that ex- 
ostoses and chondromata may undergo malignant 
degeneration (secondary chondroblastic osteogenic 
sarcoma). 

The author discusses next the clinical symptoms 
and clinical diagnosis, especially the roentgen diag 
nosis. The clinical differentiation of bone sarcoma 
from various other bone diseases is associated with 
great, and sometimes insurmountable, difficulties. 
The difficulty, in certain cases, of differentiating the 
ossifying subperiosteal hamatoma or so-called trau- 
matic periostitis from sarcoma is discussed on the 
basis of two cases seen by the author. 

The prognosis of osteogenic sarcoma is discussed 
briefly. The differentiation between primary and 
secondary chondromatous sarcomata is important as 
the prospects for cure may be quite different in the 
two conditions. 

Histologically, Ewing’s sarcoma is an immature 
round-celled sarcoma. The development of this 
tumor in bone and its sensitiveness to irradiation 
have been known for a long time, but we are indebted 
to Ewing for clarification of the clinical symptoms 
and the roentgen findings. According to the compre- 
hensive American statistics, Ewing’s sarcomata con- 
stitute 15 per cent of all bone sarcomata. They 
occur usually in young persons, but may develop 
also in advanced age. They are often characterized 
clinically by an elevation of the temperature and a 
marked leucocytosis. The condition may be easily 
confused with osteomyelitis. Even when biopsy is 
done, this diagnosis may be suggested by certain 
pathologico-anatomical peculiarities. According to 
the findings of recent investigations, which indicate 
that the tumor is a primary bone lymphoma, Ewing’s 
original theory that it is an endothelial myeloma 
must be rejected. Very characteristic is the metas 
tasis in the bony system, which may occur quite 
early. During the late stages there are, in addition, 
numerous metastases in the internal organs, espe- 
cially the lungs. As the diagnosis is usually made late, 
the prognosis is as unfavorable as in osteogenic sar- 
coma. 

The periosteal fibrosarcoma develops from the 
periosteum and, like the extraperitoneal sarcoma of 
the soft parts, may involve the bone. It occupies a 

















special position as it is the most highly differentiated 
and most curable of bone sarcomata. In all cases 
primary amputation is followed by definite cure. 

Among the extraperiosteal sarcomata of the soft 
parts there may be immature sarcomata which, on 
superficial observation, may seem to resemble fibro- 
sarcomata. Of decisive importance in the prognosis 
and treatment is the histological structure of the 
tumor. Classification of the periosteal fibrosarco- 
mata as a special group of bone sarcomata is neces- 
sary and must be taken into consideration in future 
statistical reports. 

First among the rare malignant tumors of bone 
are the endotheliomata, and next, the lipoblastic 
bone sarcomata (liposarcomata). The myelomata 
and metastatic bone growths are discussed briefly. 

The most fundamentally important advance in 
the diagnosis of bone sarcoma is recognition of the 
fact that the so-called ‘‘crustaceous myelogenous 
giant-celled sarcomata”’ have nothing in common 
with the sarcomata and are benign formations. The 
firm foundations of today are the result of decades of 
careful research in many places. The author re- 
views the history of these investigations. There is 
a difference of opinion as to whether these tissue 
formations are of an inflammatory nature or are 
true, though benign, neoplasms. Facts indicating 
that they are of a simple reactive character are cited. 

; The giant-celled tumors are chronic, inflammatory, 

. resorptive new formations or regenerative malforma- 
tions or exuberant growths to which a confusing 
number of names have been applied in the literature. 
lor the term ‘local tumor-forming osteitis fibrosa”’ 

4 the author suggests substituting the term ‘“giant- 

celled granuloma.” 

4 Numerically, the benign giant-celled tumors play 
a very important part among the bone tumors. As 
they are observed nearly as frequently as the osteo- 
genic sarcomata, exact knowledge regarding them is 
of importance. Progress in pathologico-anatomical 
and biological knowledge has considerably increased 
the reliability of clinical diagnosis and, in treatment, 
has prevented unnecessary mutilations which, even 
in recent times, have often been regarded as correct. 
In the history, trauma is often given as the cause of 
the tumor. The parts most frequently involved are the 
distal femoral epiphysis, the proximal tibial epiphy- 
sis, and the distal radial epiphysis. According to the 
comprehensive American statistics, the knee joint is 
involved in more than 50 per cent of the cases. The 
condition occurs with equal frequency in both sexes. 
It is most common between the ages of twenty and 
thirty years, but in about 30 per cent of the cases it 
develops between the thirtieth and seventieth years. 
In the great majority of cases only one bone is in- 
volved; involvement of several bones usually indi- 
cates von Recklinghausen’s generalized osteitis 
fibrosa. However, there is a diostotic form. The 
author discusses the latter in detail. 

Konjetzny emphasizes that the generalized ostei- 
tis fibrosa of von Recklinghausen and the isolated 

giant-celled granuloma are entirely distinct diseases. 
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A transition of one into the other, such as has fre- 
quently been assumed, is therefore impossible. The 
brown tumors in the generalized osteitis fibrosa of 
von Recklinghausen are very characteristic of that 
disease, but are not specific. 

The author discusses the clinical aspects and the 
pathological anatomy in detail and especially the re- 
lationship of giant-celled tumors to central bone 
fibromata and bone cysts. He cites the spindle- 
celled and zanthomatous variants of the giant-celled 
tumors, and reports a case of central bone zanthoma 
as a variant of the typical giant-celled granuloma. 
He discusses the course and development of giant- 
celled granulomata of the central and cortical types. 
The principles of treatment are outlined. 

Even today, two objections are made to strict 
separation of the typical giant-celled tumors from 
the osteogenic sarcomata: (1) emphasis of the fuct 
that recurrences have followed simple curettage of 
the typical giant-celled tumors; and (2) reference to 
various observations from which it is inferred that a 
typical giant-celled tumor has taken a malignant 
course and formed metastases. These points are 
discussed in detail. Recurrences after simple curet- 
tage are explained by incomplete removal of the 
diseased tissue. Secondary infection after curettage 
of giant-celled tumors and its sequel are discussed. 
The question whether gradual malignant change may 
occur in benign giant-celled sarcoma is discussed at 
length. So far, such a change has not been proved. 

In conclusion the author gives his views regarding 
the question of the diagnostic importance of biopsy 
and the exploratory excisions from bone tumors. 
He states that opinions with regard to the efficacy of 
biopsy differ according to the pathologist’s ability to 
grasp and evaluate pathologico-anatomical and his- 
tological findings. There are avoidable and true 
difficulties in tissue examinations. He who weighs 
the pros and cons scientifically and critically can 
never underrate biopsy. He will see in it one of the 
most important diagnostic methods in the realm of 
clinical study. However, it must be used just as 
skillfully as any other method of research. 

KONJETZNY (Z). 


Ianas, A.: Hemophiliac Arthropathy (Artropatiile 
hemofilice). Rev. de cir., Bucharest, 1933, XXXxvi, 464. 
Joint manifestations are among the most frequent 
complications of haemophilia. They may occur from 
the time the child begins to walk up to the age of 
fifteen years, but are most frequent between the ages 
of three and ten years. They are usually preceded 
by epistaxis, bleeding of the gums, and ecchymoses. 
In some cases hemarthrosis is the first clinical sign 
of hemophilia. Hamophiliac arthropathy generally 
occurs in serious cases in which the coagulation of 
the blood is delayed more than an hour. It fre- 
quently occurs after repeated slight trauma. The 
knee joint is affected most frequently, and the elbow 
next most frequently. 
From the point of view of pathological anatomy, 
hemophiliac arthropathies may be divided into: 
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(1) hemarthrosis, (2) chronic arthritis with or with- 
out ankylosis, and (3) arthritis deformans. These 
are in reality different stages of the same process. 
The author reports a case of each form with roent- 
genograms. Aubrey Goss Morean, M.D. 


Felix: The Organic Unity Between Nerve and Mus- 
cle (Ueber die Einheitsbeziehung zwischen Nerv und 
Muskel). Zentralbl. f. Chir., 1933, Pp. 2447. 

Organic unity is defined as an active attempt at 
unity which becomes evident when there is a separa- 
tion of the individual parts of an entity. Arrest of 
degeneration of skeletal muscle affords an experi- 
mental means of explaining the problem of organic 
unity. The muscle is separated from its motor nerve 
and the motor nerve immediately implanted into the 
paralyzed muscle at a distance from its original point 
of entry. For such experiments the diaphragm has 
been found especially suitable as it consists of two 
halves with a separate innervation which is readily 
accessible to operative approach; it has a movement 
distinguishable from that of the neighboring muscles, 
which may be observed roentgenologically; and it 
may be photographed in penetrating light. The 
phrenic nerve is severed just above its entrance into 
the muscle and re-implanted into the paralyzed half 
of the muscle somewhere else. While progressive 
atrophy leading to complete disappearance of the 
muscle fibers occurs in the involved half of the dia- 
phragm, the diaphragmatic musculature closely 
bordering on the area of implantation remains 
normal. Under the influence of the re-implanted 
nerve, the muscle is kept from degenerating. Al- 
though the author’s observations were continued 
for two years, true regeneration of the muscle was 
never seen. In the dog, there is no true regeneration 
of the striated muscle of the diaphragm. 

The interruption of degeneration in the vicinity of 
the new site of entry of the nerve is dependent on 
the contact between the nerve and the muscle. As it 
may be seen in the third week, it is not dependent 
on the development of the axons from the stump. 
From the day of the nerve implantation the muscle 
in the vicinity of the nerve was made to contract to 
galvanic or faradic stimulation applied to the nerve 
or muscle. Degeneration failed to occur also when 
the stimulation was applied, not to the junction of 
the nerve with the muscle, but to the nerve itself. 

While the sympathetic fibers of the phrenic nerve 
must be regarded as sensory fibers, the question 
arises as to whether the sympathetic nerve does not 
also take over the trophic influence which was noted 
in the experiment. In the dog, the phrenic nerve 
may be deprived of its sympathetic constituents by 
extirpation of the stellate ganglion. Nevertheless, 
arrest of degeneration was demonstrated also in this 
animal. Therefore the living relation between nerve 
and muscle is dependent, not on the sympathetic 
fibers of the phrenic nerve, but on a function of the 
motor neuron. 

When a living layer of pleura or pericardium was 
interposed between the proximal stump of the nerve 
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and the diaphragm, arrest of degeneration occurred 
because the resistance was overcome. After three 
months the preserved portion of muscle was actively 
movable. Accordingly it is evident that there 
emanates from the nerve a powerful growth process 
which reaches the muscle fibers and is only retarded, 
not arrested, by interposed tissue. 

By such experiments we can study problems of 
importance in practical surgery such as the re- 
innervation of paralyzed muscles by other nerves 
and the late innervation of paralyzed muscles by 
their own nerves. Implantation of the phrenic nerve 
first into another muscle and then into the dia- 
phragm is late innervation. Even after from three to 
four weeks a trophic influence is no longer apparent. 
This explains the many failures of practical surgery 
in new neurotization. If the new innervation in- 
volves a muscle with impaired nutrition, no trophic 
or motor influence results. Arrest of degeneration 
fails to occur also when foreign innervation is done, 
e.g., when an intercostal nerve is implanted. This 
was the case when the vagus nerve was implanted 
in the diaphragm. The result is different, however, 
when the vagus nerve is implanted at the point 
where the phrenic nerve formerly entered the 
diaphragm, an anastomosis being thereby effected 
between the vagus trunk and the distal stump of the 
phrenic nerve. Therefore we are able to exert a 
trophic influence on striated muscle by means of a 
sympathetic nerve. However, as active movement 
never occurs, the vagus neuron replaces the nutritive, 
but not the motor, function of the motor neuron. 
STREISSLER (Z). 


Klemperer, P.: Myoblastoma of the Striated Mus- 
cle. Am. J. Cancer, 1934, Xx, 324. 


Klemperer reports six cases of myoblastoma of 
striated muscle seen in the Mt. Sinai Hospital, New 
York. 

Myoblastomata of striated muscle are most com- 
mon in the third and fourth decades of life and 
are twice as common in females as in males. They are 
found most frequently in the tongue. They are 
generally benign. All of the patients whose cases 
are reported by Klemperer were entirely well when 
they were last seen. In one case, twenty years had 
elapsed since the myoblastoma was recognized. 

In the differential diagnosis, the chief neoplasm to 
be considered is the xanthoma, but this is always 
ruled out by the absence of fat in the tumor cells. 

Pau C. Cotonna, M.D. 


Macag¢gi, D.: True and Pseudo-Dupuytren’s Con- 
tracture in Relation to the Discussed Trau- 
matic Etiology of the Lesion (Veri e pseudo- 
Dupuytren in rapporto alla discussa etiogenesi 
traumatica di tale malattia). Policlin., Rome, 1933, 
xl, 743. 

The author states that Dupuytren’s contracture 
of the palmar aponeurosis is most common in males 
about fifty years of age. It is first manifested by a 
decrease in the extension of the ring and small 
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fingers at the metacarpophalangeal joints. The 
changes in the middle finger are less evident, and 
the index finger and thumb are rarely involved. The 
condition runs a slow course. It usually begins in 
the more active hand. Often it is present for from one 
to two years before contracture is evident, and from 
six to twelve years before the advanced stages of the 
disease are apparent. The contracture is usually 
symmetrically bilateral, but is more pronounced in 
the active hand. When it is fully developed, the 
basal phalanges are forcibly flexed on the corre- 
sponding metacarpals and the middle phalanges on 
the basal phalanges, but the distal phalanges remain 
free. Associated with the flexion there are longi- 
tudinal cords in the palmar aponeurosis, along the 
course of which irregular nodules and intersecting 
bands may be felt. Anatomically, sclerotic and 
atrophic changes are present in the palmar aponeu- 
rosis, skin, and subcutaneous tissues. The flexor 
tendons remain relatively uninvolved. 

Dupuytren’s lesion is uncommon. The author 
believes that trauma is not a factor in its develop- 
ment. He states that Mori found the condition in 
only 4 of 21,800 manual laborers, and he, himself, 
found it in only 5 of about 2,000 industrial employees 
such as miners, mechanics, and metal workers. 
More frequent in the hands of such workers were 
changes that may be classified as pseudo-Dupuy- 
tren’s contracture as the hand subjected to repeated 
trauma tends to be somewhat flexed. The author 
attributes this flexion to a contracture of the tendons. 
Localized areas of thickening, nodules, and fibrous 
cords may also be produced by the chronic circum- 
scribed irritation of an instrument. 

Macaggi reports 3 cases of contracture of the 
palmar aponeurosis showing the differences between 
true and pseudo-Dupuytren’s contracture. 

Peter A. Rost, M.D. 


Gubern-Salisachs, L.: The Etiology of Dupuytren’s 
Lesion (Consideraciones acerca de la etiologia de 
la enfermedad de Dupuytren). Rev. de cirug. de 
Barcelona, 1933, iii, 81. 


Dupuytren’s lesion is a retraction of the palmar 
aponeurosis. The name “Dupuytren’s contracture” 
is incorrect as there is no pathological change in the 
muscles or tendons. The condition has been attributed 
to trauma, gout, rheumatism, chronic intoxication, 
embryological malformations, and other causes. 
l'rom a study of twenty-nine cases, Kanavel, Koch, 
and Mason came to the conclusion that it is due to 
a hereditary tendency. 

The author reports fifteen cases and concludes 
that the condition is the result of a funiculitis or 
neurodocitis of the extrameningeal tract of the 
nerve between the ganglion and the plexus, that 
is, through the vertebral foramen. In support 
of this conclusion he cites the contracture of 
the vertebral muscles of the adjacent column 
causing segmental rigidity of the vertebral column 
in a number of his cases. He states that the spinal 
luid findings are also significant. In radiculitis 
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there is a lymphocytosis, whereas in funiculitis there 
is only a slight hyperalbuminosis. The cause of the 
funiculitis in the majority of the cases reported 
was cervical arthritis. The author believes that in 
all cases it is a trophoneurotic nervous lesion, but 
that it is not necessarily rheumatic. Similar lesions 
may be produced by syphilis, alcoholism, lead 
poisoning, and diabetes. Syringomyelia is a frequent 
cause of Dupuytren’s retraction, and even very 
slight nerve lesions may produce the condition. 
AupREY Goss Morcan, M.D. 


Badgley, C. E.: Osteomyelitis of the Ilium. Arch. 


Surg., 1934, XXviii, 83. 

Articles in English on osteomyelitis of the ilium 
have been comparatively few and most of them have 
dealt with acute osteomyelitis. Of the articles ap 
pearing in foreign literature one of the most out 
standing was by Goullioud and another by von 
Bergmann. 

Acute osteomyelitis of the ilium is generally re 
garded as a rare lesion with a grave prognosis and 
the frequent development of serious complications 
in those who survive. A proper understanding of 
the disease places the treatment on a definite basis, 
lowers the mortality, and generally leads to excel- 
lent results. Poor results are due to disregard of the 
facts now known. 

Cases of osteomyelitis of the ilium constitute from 
1 to 2 per cent of all cases of osteomyelitis. The 
condition usually occurs before the twenty-fifth year 
of age. It is more common after than before puber- 
ty. Goullioud, who published the first comprehen 
sive article on the condition in 1883, divided cases of 
osteomyelitis of the pelvis into two groups with dis 
tinct clinical syndromes corresponding to the two 
periods of development of the pelvic bones. The 
first period extends from infancy to puberty, at the 
end of which time there is fusion of three bones 
forming the acetabulum. In cases of osteomyelitis 
of the pelvis developing during this period there is 
a diffuse infection which almost invariably occurs at 
the border of the acetabulum. The infection may be 
periacetabular and spread through the ilium, or 
intra-acetabular and involve the hip joint proper. 
The second period begins with ossification of the 
acetabulum and the appearance of marginal epiphy- 
ses, and extends to the time of fusion of these ep- 
iphyses, at about the age of twenty-five years. In 
this period the lesions occur about the marginal 
epiphyses. The chief points of involvement are the 
crest, the superior spines, and the infero-anterior 
spine. Goullioud advocated more radical operative 
intervention in this disease, with extensive drainage 
and removal of diseased bone. For cases with hip 
involvement he urged resection of the ilium. 

In 1906 von Bergmann reported seventy-one cases 
of osteomyelitis of the pelvis. He also advocated re- 
section of the diseased bone, especially in chronic 
cases. He recognized the frequency of recurrence 


after paliiative operations, as for drainage only, and 
discussed the rare formation of sequestra and the fre 
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quent perforation of the tables of the ilium. He 
called attention to the marked thickening and sclero- 
sis in chronic cases. His treatment seemed so radical 
that the wisdom of his advice was not recognized 
and the extensive resections he urged were performed 
in only a few cases. 

The author briefly discusses the development and 
anatomy of the pelvis, emphasizing the irregular 
structure of the ilium and its thinness at the bottom 
of the acetabulum and the center of the iliac fossa. 
He calls attention to the slope of the ilium, which 
favors the formation of abscesses in the internal iliac 
fossa, and the tendency of these abscesses to point 
forward at Scarpa’s triangle. 

In some cases of osteomyelitis of the ilium trauma 
seems to be a contributory factor. The bacterial 
organism is usually the staphylococcus pyogenes 
aureus. The ilium is similar to the long bones in 
that it has epiphyses and richly vascular juxta- 
epiphyseal zones in which there are centers of rapid 
ossification. Infections become localized in these 
juxta-epiphyseal zones in the same way as, according 
to Ollier’s findings, they become localized in the long 
bones. The rich periosteal blood supply tends to 
prevent extensive necrosis of bone and massive se- 
questration in infections of the ilium. In the great 
majority of cases, which occur before puberty, there 
is a diffuse involvement about the acetabulum in the 
zone of greatest vascularity from the nutrient vessel. 
rhe evidence indicates that the lesion occurs first in 
the cortex and later spreads subperiosteally. There- 
fore resection of bone rather than simple drainage of 
the subperiosteal space should be done. The prin- 
ciples of pathology of osteomyelitis of the long bones 


apply almost equally well to the ilium, the chief dif- 
ference being that in the ilium a generous blood sup- 
ply of the periosteum on each side of the thin cortex 


prevents extensive sequestration. Involucrum for- 
mation with dense eburnation of the bone may oc- 
cur, and small sequestra may form, but are readily 
digested by autolytic ferments, caries, and phago- 
cy tosis. 

As observed by Goullioud, acute osteomyelitis of 
the ilium is of two main types, a localized type and a 
diffuse type. The diffuse type occurs in the pre- 
puberty period, arising in the periacetabular region, 
spreading through the ilium, frequently invading the 
hip joint, and occasionally involving the sacro-iliac 
joints. The localized type occurs after puberty in 
the region of the marginal epiphyses, usually in the 
anterior portion of the ilium, less often in the pos- 
terior portion where there may be invasion of the 
sacro-iliac joints, and rarely in the iliac crest or only 
in the periosteum. Characteristic features include 
the absence of massive sequestration, a frequent tend- 
ency toward perforation, and a marked tendency 
toward the formation of an abscess in the internal 
iliac fossa. The abscesses generally gravitate into 
Scarpa’s triangle, but may point posteriorly to the 
sacro-iliac joint or Petit’s triangle. 

The diagnosis of acute osteomyelitis of the ilium is 
often difficult. The difficulty is due to the rarity of 
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the lesion, the frequent severity of the illness, the 
early absence of tenderness to palpation, and the fact 
that the condition may be confused with pyarthrosis 
of the hip joint. The differential diagnosis between 
osteomyelitis of the ilium and pyarthrosis of the hip 
is based on the fact that in the former condition 
guarded motions of the joint are still possible. 

Clinically, three types of acute osteomyelitis are 
seen: (1) that in which the lesion is localized to the 
crest or spines, the local findings are definite, and the 
diagnosis is easy; (2) that in which the lesion is dif- 
fuse, occurs usually in the prepuberty period, and is 
associated with both local and general symptoms of 
infection: and (3) that in which there is a profound 
septicemia with comparatively insignificant local 
symptoms. 

Of the local symptoms, the most outstanding is 
pain. This is usually felt in the hip or in Scarpa’s 
triangle. Tenderness to palpation is found early in 
marginal lesions and later in central or diffuse infec- 
tions. Rectal examination may reveal tenderness 
not noted externally. Swelling may appear in 
Scarpa’s triangle. The other findings are similar to 
those in osteomyelitis elsewhere in the body. Early 
roentgenograms show no bone changes, but may dis 
close soft tissue swelling. Later a mottling appears, 
and still later an osteosclerosis, which usually means 
an abscess lined by eburnated bone. In chronic cases 
dense thickening of the bone with possibly bony over 
growth on the external surface is seen. 

The treatment depends upon the stage of the dis 
ease. In the acute stages it depends upon the loca 
tion of the lesion. If the lesion is localized to the 
marginal epiphyses, incision and suflicient exposure 
of the bone for thorough drainage are indicated 
Later, a localized bone resection may be necessary. 
In the diffuse type, which is usually seen in children, 
the external table should be exposed and a search for 
pus made by trephining through the bone above the 
acetabulum. When pus is present, it will be found 
along the inner table and trephining is a diagnostic 
procedure. Drainage through the trephine opening 
is usually recommended, but is not satisfactory. I! 
the patient is extremely toxic, the abscess should be 
drained by subperiosteal reflection of the internal 
table and the more radical operation performed a 
few days later when the patient’s condition has im 
proved. If the patient’s condition permits, resection 
of the ilium should be done at first. ‘The bone should 
be exposed subperiosteally on both tables to the 
arcuate line and the whole wing of the ilium removed 
down to the supracotyloid portion. If the hip joint 
is involved, as is rarely the case, the whole ilium 
should be resected. Removal of the ilium to th 
periacetabular region with adequate drainage give: 
good prospects for complete recovery and regenera 
tion of the ilium and is no more difficult or shocking 
than the trephine operation. It offers the besi 
chance not only for life, but also for permanent cure 
Resection is indicated also in the diffuse type with 
extensive overwhelming general infection, but in thi 
condition the mortality is high with any treatment 
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In the subacute stage of osteomyelitis of the ilium, 
roentgenograms will give a good idea of the extent 
of the pathological changes. If the changes are lo- 
calized, a local resection should be done. If they are 
diffuse, both tables or only the external table should 
be resected. As the wing of the ilium is not essential 
for function it can be sacrificed if necessary. The 
surgeon need not wait for sequestration or hesitate to 
operate radically as in osteomyelitis of the long 
bones. Removal of all of the diseased bone gives the 
best prospects for permanent cure and will usually 
be followed by regeneration of the ilium. 

In chronic osteomyelitis of the ilium resection of 
both tables and all diseased bone is indicated. 

The postoperative treatment consists in keeping 
the wound wide open, using vaseline gauze or Carrel- 
Dakin tubes, and allowing granulations to grow in 
irom the bottom. Secondary wound closure may be 
done later. 

In resection of the ilium an incision is made below 
the crest from the posterosuperior spine to the an- 
terior spine and then down the thigh lateral to the 
sartorius. This incision should be carried through 
the periosteum and the latter then stripped off the 
lateral surface down to the acetabular brim. In 
children the cartilaginous crest of the ilium may be 
left attached to the abdominal muscles, but in adults 
the subperiosteal reflection may be carried over the 
crest and down the internal surface of the ilium to the 
arcuate line. In chronic cases this periosteal reflec- 
tion is rendered more difficult by scarring, but can 
be accomplished with patience. Hemorrhage is 
negligible if the surgeon keeps below the periosteum. 
The abdominal contents fall away and exposure of 
the wing is very complete. Removal of bone ex 
masse or in. portions by saw or osteotome is then 
readily accomplished. If the posterior portion of the 
sacro-iliac joints is involved, the Smith-Petersen 
incision for sacro-iliac arthrodesis may be used. 

The author reports twenty-four cases. The pa- 
tients ranged in age from twenty months to seventy 
years. Only four were over twenty-five years of age 
at the time of onset of the infection. In only four 
cases could the condition be classified as acute, and 
in these it had been present for four weeks when the 
patient was first seen by the author. Serious hip- 
joint involvement occurred in fourteen. In nine 
there was bony ankylosis; in two, fibrous ankylosis; 
and in three, a pathological dislocation. In three 
cases of acute diffuse osteomyelitis the hip was not 
involved. In seven other chronic cases the hip was 
spared. In five of the latter the condition was lo 
calized anteriorly, and in two in the sacro-iliac 
joints. Fourteen patients had diffuse osteomyelitis. 
Of these, ten were fourteen years old or younger. 
Of the ten patients with localized osteomyelitis, 
nine were fifteen years of age or older. 

Two of the twenty-four patients died. Seventeen 
were completely cured, the sinuses being obliterated 
and the general health restored to normal. Five pa- 
tients still have draining sinuses. Resection of the 
wing of the ilium was done in twelve cases, partial 
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resection in five, and a less extensive operation in the 

others. The article contains the clinical records of 

the twenty-four cases and numerous roentgenograms. 
CHESTER C. Guy, M.D. 


Camitz, H.: A Comparative Study of the So-Called 
Congenital Coxa Vara and Juvenile Coxal 
Osteochondritis—Coxa Plana (Etude comparée 
sur la coxa vara dite congénitale et l’ostéochondrite 
coxale juvénile—coxa plana). Acta chirurg. Scand., 
1934, Ixxiii, 521. 

Camitz reports his findings in histological examina- 
tions of the head and neck of the femur in so-called 
congenital coxa vara and compares them with those 
of Hoffa and Helbing in this condition and those of 
Schwartz in osteochondritis deformans coxi juvenilis. 
As he found no evidence that the so-called congenital 
coxa vara is congenital, he concludes that the con 
dition should be called ‘‘infantile coxa vara’’ as sug- 
gested by Bade. His findings tend to show that 
infantile coxa vara, coxa vara, and osteochondritis 
deformans juvenilis (coxa plana) are only three 
variations of a disturbance of ossification occurring 
during growth. He states that, histologically, coxz 
vara cannot be distinguished from coxa plana. 


Burrows, H. J.: Two Cases of Ossification in the 
Internal Semilunar Cartilage. Brit. J. Surg., 
1934, XXi, 404. 

The cases reported were those of young men who 
had received an injury at football a few years previ 
ously. In neither case was there a history of locking. 
Roentgen examination was of distinct value in the 
diagnosis. The author believes that the bony 
nodules in both cases were metaplastic, and that the 
original injury might have caused tissue death with 
subsequent calcification. He concludes that the 
process of bone formation consisted of: (1) hypo- 
plasia of the fibrocartilage with the deposition of 
calcium, (2) replacement of areas of cartilage by 
loose vascular connective tissue, and (3) the forma 
tion of true bone in the walls of the cavities so 
formed. In both of the cases excision of the offending 
cartilage was done. Paut C. CoLonna, M.D 
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Ruebsamen, H.: Results of the Operative Treat- 
ment of Malacia of the Semilunar Bone (I:r 
gebnisse nach operativer Behandlung der Luna 
tummalacie). 1933: Giessen, Dissertation. 

There is, as yet, no method of choice for the treat 
ment of malacia of the semilunar bone. Axhausen, 
Kapp, and Damm favor extirpation, whereas 
Mueller favors a conservative procedure. During a 
period of ten years Ruebsamen observed nineteen 
cases. Of the twelve patients who were treated 
surgically, nine were followed up, some of them after 
intervals of several years. Before operation, all of 
them had undergone prolonged conservative treat 
ment which was unsuccessful. The results of op 


erative treatment were as follows: 
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1. The persistent severe pre-operative pain which 
sometimes caused complete disability for work was 
completely relieved in some cases and markedly re- 
lieved in others. In many of the cases pain per- 
sisted during work, especially continuous work. 

2. The increase in movement of the wrist varied 
considerably. In all cases motion still remained 
limited. 

3. The loss of the gross power of the hand still 
persisted in all cases. In the three cases in which the 
results were poorest, the condition was attributed to 
an accident. 

According to the theory most generally accepted, 
malacia of the semilunar bone is an occupational 
rather than a traumatic disease. However, in 
Sonntag’s opinion, the possibility that it may result 
from a single severe trauma cannot be excluded. 

The technique of operation is not always very 
simple when the bone is very soft and the cartilagi- 
nous zoneis fragile. When the ligamentous apparatus 
is well preserved, separation of the semilunar and 
scaphoid bones may be difficult. In a few cases re- 
ported in the literature both bones were extirpated 
together by mistake. However, the result did not 
appear to have been made worse thereby. Of the 
cases treated at the Giessen clinic, the results were 
poorest in those in which signs of arthritis deformans 
were present at the time of the extirpation. How- 
ever, they often improved in time. The author 
recommends operative treatment. FRANZ (Z). 


FRACTURES AND DISLOCATIONS 


Pich, H., and Bracher, M.: The Treatment of Dis- 
location of the Semilunar Bone (Zur Behand- 
lung der Mondbeinverrenkung). Chirurg, 1933, v, 
786. 

Exact information as to the frequency of disloca- 
tion of the semilunar bone has not been obtainable 
heretofore. Whereas Hirsch and Schnek state that 
this dislocation is the most frequent disorder of the 
carpus next to fracture of the scaphoid, Wette found 
that, among miners, the most frequent disorder of the 
carpus is necrosis of the semilunar bone. 

The diagnosis of dislocation of the semilunar bone 
is made especially easily by X-ray examination. 
Nevertheless, even the most recent publications 
show a large number of neglected cases. It appears, 
therefore, that even today the injury is often not 
recognized. Early diagnosis is very important as it 
influences the treatment decisively. 

As in every dislocation, non-operative reposition is 
the method of choice. Various methods have been 
proposed (Hirsch, Clairmont and Schinz, Finsterer 
and Boehler) and successfully applied. However, 
while all of these methods yield good results in fresh 
dislocations, they fail in old cases, i.e., cases in which 
more than a week has elapsed since the injury. In 
old cases inflammatory changes have occurred in the 
capsular apparatus, the cavity has become filled 
with granulation tissue, and under some conditions 
the semilunar bone has undergone a secondary 
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rotation. In such cases manual reposition, even with 
the strongest pull, will not succeed, and because of 
the difficulty of reducing the semilunar bone by 
leverage, open reposition also fails to yield a good 
result. 

It was not until Boehler proposed a new procedure 
making use of his screw apparatus that it became 
possible to bring the semilunar bone back into its 
original position by conservative measures. Kon- 
jetzny proceeded in a similar manner, but opened 
the carpus from the dorsal side. He, too, obtained 
a good result. However, there is a time limit even 
to these methods. If more than six months have 
passed since the accident the articular surfaces have 
become changed by inflammatory deposits so that 
the semilunar bone no longer fits into its original bed 
and the ligaments have shrunken extensively. Under 
such conditions extirpation of the bone is necessary. 
Boehler is willing to remove the semilunar bone onl 
when there is a disturbance of the median nerve. In 
the absence of such a disturbance he regards the 
operation as superfluous. The authors do not agree 
with Boehler on this point. In operating on an old 
dislocation of the semilunar bone which had under 
gone torsion to 9o degrees, they found the semilunar 
bone wedged firmly between the other bones. The 
superficial flexor tendon was shredded in this region, 
and only from 1 to 2 mm. thick. Extirpation of the 
semilunar bone brought about great improvement in 
the symptoms. This case shows that, in addition to 
the well-known disturbances of the median nerve in 
old dislocations of the semilunar bone, there may bi 
injury to the flexor tendons which may easily hav: 
serious consequences since at first it causes onl; 
vague symptoms that cannot be distinguished fron 
the symptoms of the dislocation of the semiluna: 
bone. If a wearing through or tearing of the tendo: 
has already occurred, it is too late for surgical inter 
vention. The authors therefore recommend extirpa 
tion of the semilunar bone in every case of disloca 
tion in which reposition is impossible. Removal «! 
the semilunar bone is always, of course, a mutilating 
operation, but can be avoided if the dislocation i 
recognized and given suitable treatment early. 

ZILLMER (Z). 


Jones, R. W.: The Treatment of Fractures and 
Fracture Dislocations of the Spine. J. Bone 
Joint Surg., 1934, xvi, 30. 


The author has reviewed eighty cases of fractur: 
of the spine covering a period of four years and ha 
found the results very satisfactory. The treatmen! 
consisted of gentle hyperextension opening up th 
cancellous bone. Jones obtains this hyperextensio: 
by placing the patient in the prone position with th: 
lower limbs up to the groin on one table and th 
head and upper limbs on a slightly higher table : 
that the body sags between the two points of sup 
port. Anesthesia is unnecessary, and because « 
the possibility that a fracture dislocation may |! 
over-reduced when the muscles are fully relaxed, i 
is undesirable. After the hyperextension is obtaine 

















a well-fitting plaster jacket extending anteriorly 
from the clavicle to the symphysis pubis in cases of 
lumbar or low dorsal fractures and including the 
neck in cases of high thoracic fractures is applied. 
The patient is allowed to sit up as soon as the plaster 
is dry and to walk within a week. Spinal exercises 
are begun after the first week. The average duration 
of immobilization is three months in cases of slight 
wedge compressions and six months in cases in which 
the vertebral body is comminuted. The author has 
abandoned the use of posterior spinal supports, as 
in one case a comminuted fracture of a lumbar 
vertebral body which was well reduced collapsed 
during the fifth month in a posterior support which 
had been applied at the end of four months when the 
plaster jacket was removed. Variations in the 
method as applied to high thoracic and cervical frac- 
tures are described. 

Jones emphasizes that very rarely a fracture 
caused by hyperextension is encountered, and that 
such a fracture is the only exception to the rule that 
every vertebral body fracture requires treatment by 
hyperextension. 

Cases with paraplegia are also best treated by this 
method. The treatment should be begun as soon as 
possible to relieve the compression of the cord. 
Twenty-one fracture dislocations with paraplegia 
were reduced. Nine of the patients died, but of the 
twelve who survived, ten recovered from the paraly- 
sis completely. 

The author believes that Kuemmell’s disease of 
the spine is due to the spontaneous reduction of 
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relatively slight crush fractures of the vertebral 
body with subsequent absorption due to inadequate 
immobilization. 

First-aid treatment is important as hyperflexion 
may cause further injury by increasing the de- 
formity and compressing the cord. Therefore the 
patient must be transported face-down as in this 
position any sagging will hyperextend the spine. 

BARBARA B. Stimson, M.D. 


Anderson, R.: End-to-End Reduction in Fractures 
of the Lower Extremity. West. J. Surg., Obst. & 
Gynec., 1933, xli, 671. 

The author describes his well-leg countertraction 
splint for fractures of the lower extremity and re- 
views the accessory measures and devices he has 
employed for obstinate cases which do not yield read- 
ily to the simple well-leg splint. Among the acces- 
sory measures are manipulation under anesthesia, 
wedging of the cast, postural changes, the use of en- 
circling muslin bands, and relocation of the pin in 
the cast. The mechanical devices described include 
pressure pads and specially designed bone “jacks” 
to be inserted through a small skin incision into con- 
tact with the cortex within an inch or two of the 
fracture line. For certain cases of fracture of the 
tibia and fibula Anderson suggests the use of double 
pins, one placed above and one below the site of the 
fracture. 

The supplementary measures and devices are used 
in conjunction with the well-leg splint to avoid open 
operation. BARBARA B. Stimson, M.D. 





SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Grekov, I.: The Errors and Dangers in Surgery of 
the Blood Vessels (Aus dem Gebiete der Fehler 
und Gefahren in der Chirurgie der Blutgefaesse). 
Vestntk. Chir., 1933, Ixxxvii/Ixxxix, 18. 

The author reports three cases of surgery of the 
blood vessels. 

The first case was that of a man thirty-six years 
old. A gunshot injury of the lumbar region was fol- 
lowed by gradual enlargement of a vein and ele- 
phantiasis of the right leg. The patient did not 
come for operation until after twelve years. He 
complained of pain and difficulty in walking. The 
enlarged veins pulsated and hummed. The author 
believed an arteriovenous aneurism of the left iliac 
vessels to be present and performed an operation on 
the basis of this diagnosis. Exposure of the large 
vessels by an extraperitoneal incision apparently 
revealed an anastomosis between the common iliac 
artery and vein. When the enlarged vein was 
ligated above and below the supposed anastomosis 
the venous pulse ceased. During the dissection of 
the vein from the artery, a radiating arterial hemor- 
rhage occurred. The opening in the artery was 
sutured and the wound closed around a tampon. At 
first, the postoperative course was satisfactory, but 
later septic suppuration and hemorrhage occurred, 
and the patient died on the eighteenth day. At 
autopsy, an arteriovenous aneurism between the 
hypogastric artery and the external iliac vein (not 
between the common iliac vessels) was found. The 
author believes that the cessation of the venous 
pulse after ligation of the common iliac vein was 
due to a quickly developed thrombosis which 
blocked the arteriovenous connection. The arterial 
bleeding during the operation was apparently due to 
a tear in the artery. 

The second case was that of a woman twenty-six 
years old. Obstruction of the external iliac artery 
by swollen lymph glands was diagnosed as arterial 
embolism. An attack of typhoid fever was followed 
suddenly by pain, cyanosis, and coldness of the 
right leg. The external iliac artery and the femoral 
artery were freed by operation. When the large 
lymph glands were pushed aside, the vessels con- 
tinued to pulsate. After closure of the wound the 
pain ceased completely and the leg became red and 
warm. 

The third case was that of a woman thirty-eight 
years old who developed an arterial spasm sug- 
gesting an arterial embolism after resection of the 
stomach for carcinoma. Two weeks after the gastric 
operation, the left leg suddenly became cold and 
pale and the pulse in the femoral artery ceuld no 
longer be felt. Operation revealed only a spastically 


contracted artery. 
followed by recovery. 


The Leriche procedure was 
N. Petrov (Z). 


Bexelius, G.: Studies on the Hemorrhagic Tend- 
ency of the Capillaries of the Skin in Artificial 
Venous Stasis (Studien ueber die Blutungstendenz 
der Hautkapillaren bei kuenstlicher venoeser 
Stauung). Acta med. Scand., 1933, \xxx, 281. 

The methods used previous to 1928 to determine 
the hemorrhagic tendency of the capillaries of the 
skin in artificially induced venous stasis were faulty 
because the same stasis pressure was not used in all 
cases. Consequently, the effect on the capillaries 
varied markedly and the results were not com- 
parable. A more suitable method was therefore 
sought. 

If a uniform stasis pressure were used in all in 
vestigations, there would be greater agreement of 
the results in the different cases. That even under 
these conditions the agreement is not perfect was 
shown by an experiment carried out on an artery of 
a recently slaughtered steer. After the artery had 
been filled with water a pressure of 136 c.cm. of 
water (100 mm. Hg) was exerted on the inner side of 
the arterial wall through an attached tube. As the 
air pressure was gradually increased in the glass con 
tainer in which the artery was placed, the change in 
the size of the artery was studied. With every stasis 
pressure there occurred also a compression of the 
artery with a resulting damming back of the arterial 
afferent flow. With the same stasis pressure varia 
tions in the degree of the damming back were 
produced by variations in the blood pressure and the 
elasticity of the arterial wall. As a consequence, the 
time necessary for the development of maximal 
stasis in the obstructed area varied also, and with it 
the effect on the capillaries. It is therefore im 
possible to elaborate a method of procedure in which 
the capillaries are subjected to exactly the same 
pressure in every case. 

In tests on several hundred individuals with 
variations in the pressure and in the duration of 
stasis a stasis pressure of 80 mm. Hg of three 
minutes’ duration was found to be satisfactory. 

As a result of the progressive equalization of 
pressure in the vascular system the capillary pressur¢ 
in venous stasis becomes just as great as the venous 
pressure. Therefore, to determine the capillary 
pressure in venous stasis a study of the venous 
pressure under the same conditions is necessary 
Measurements of venous pressure showed that a 
pressure of 80 mm. Hg is suitable for testing the 
bleeding tendency of the skin capillaries provided 
the stasis is of short duration. 

It was found that with simultaneous stasis in both 
arms the results in the two arms may vary markedly. 
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The following technique was therefore used: 

Two blood-pressure cuffs were applied sym- 
metrically to.each arm and attached to a common 
air pump by a T-tube. A pressure of 80 mm. Hg was 
applied for three minutes. If petechia appeared on 
the dorsal aspect of the arms, this was noted, es- 
pecially if they were more numerous on the volar 


aspect. As a rule the hemorrhages appear pre- 
dominantly on the volar aspect, especially at the 
elbow. The reading in this case was made on a cir- 
cular surface with a diameter of 4 cm. at the elbow, 
where most of the petechiz appear. The result is the 
arithmetical average of the findings in both of the 
arms. 

Tests made in the cases of healthy persons on a 
diet sufficiently rich in vitamins showed that the 
borderline between the normal and pathological 
number of hemorrhages is between four and five. 
Because of constitutional variations and physiolog- 
ical differences in the haemorrhagic tendency, a 
single moderately abnormal finding is not of much 
significance. The hemorrhagic tendency of the skin 
capillaries also shows physiological variations and 
depends, among other factors, upon whether 
hyperemia of the skin develops during the test or 
not. Bodily exertion also appears to increase the 
hemorrhagic tendency. Louts NeuweE tt, M.D. 


Rosen, S. von: A Case of Thrombosis of the Ulnar 
Artery Caused by the Effects of a Dull Force 
(Ein Fall von Thrombose in der Arteria ulnaris nach 
Einwirkung von stumpfer Gewalt). Acta chirurg. 
Scand., 1934, Ixxiii, 500. 

The author reports a case of thrombosis of the 
ulnar artery following a contusion of the hypothenar 
eminence. The condition caused the hand to ache 
when it strained during work. The symptoms were 
entirely relieved by removal of the thrombosed part 
of the artery and liberation of the ulnar nerve which 
was adherent to the artery. 


Dos Santos, R.: Arteriography of Tumors of Bone 
and of Soft Tissues (L’arteriographie dans les 
neoplasies des os et des parties molles). Bull. et 
mém. Soc. nat. de chir., 1934, |x, 90. 


The author reports the results of a study of 
thirty-seven tumors of the extremities by means of 
arteriography. Arteriography is a method of visu- 
alizing the blood supply to a particular region which 
is suspected to be the site of a morbid process. ‘The 
contrast medium employed by the author is thoro- 
trast. After the injection, roentgenograms are made 
at intervals of several seconds. This technique yields 
information which cannot be obtained from the 
simple flat plate. By means of it the author is able 
to distinguish a benign bone tumor from a malignant 
bone tumor, acute and chronic osteomyelitis, syphi- 
lis, and tuberculosis of bone. Malignant bone tu- 
mors are usually characterized by a deviation of the 
main arterial trunk due to the tumor itself, a rich 
arterial network, and visualization of the venous 
tributaries in six seconds. A gumma of bone will 
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show a relative ischemia. In acute osteomyelitis 
there is a slight increase in the arterial supply, ve- 
nous emptying is slower, and there is usually an 
arteriocapillary stasis. 

The technique described has been employed by 
the author also in the study of the evolution of 
tumors treated by irradiation. 

BENJAMIN B. P. SHarrrorr, M.D. 


Roviralta, E.: The Treatment of Circulatory Dis- 
turbances of the Lower Limbs (F] tratamiento de 
los trastornos circulatorios de los miembros _in- 
feriores). Arch. de med., cirug. y es pecial., 1933, xiv, 
1194. 

The author reviews the literature and the various 
procedures that have been tried in the treatment of 
circulatory disturbances of the lower limbs. 

Following the work of Silbert, Roviralta injected 
alcohol into the internal branch of the anterior tibial 
nerve in the case of a patient suffering from advanced 
thrombo-angiitis obliterans and painful necrotizing 
ulcer of the big toe. He obtained excellent immedi- 
ate results, but all of the symptoms recurred at the 
end of three weeks. The patient had previously been 
subjected to periarterial sympathectomy of the 
femoral artery without relief from pain. 

Encouraged by the temporary relief which fol 
lowed the alcohol injection, Roviralta ventured a 
neurectomy of the anterior tibial nerve of the same 
patient. This operation had been tried by Quénu 
many years previously. In the author’s case it was 
followed by immediate relief of the pain and com- 
plete healing of the ulcer in a few days. The patient 
has now been practically symptom free for five years 
His only trouble today is an occasional attack of 
intermittent claudication which is not serious enough 
to interfere with his work. 

In a case of ulcer on the inner border of the foot, 
extirpation of the posterior tibial nerve was followed 
by complete relief of the pain and practically com 
plete healing of the ulcer, but at the end of a vear 
the pain recurred and the ulceration extended to 
the dorsum of the big toe. Excision of the anterior 
tibial nerve was then done and was followed by 
complete remission of the ulceration and pain. The 
patient has now been free from symptoms for eight- 
een months. 

The author reviews also three cases of thrombo 
angiitis obliterans in which neurectomy was per 
formed with marked alleviation of the symptoms. 
In one of these cases a lumbar ganglionectomy had 
resulted in only transitory improvement. 

Neurectomy was tried also in a few cases of dia- 
betic arteritis. It relieved the pain and increased 
the temperature of the extremity, but did not arrest 
gangrene. 

In conclusion the author advocates peripheral 
neurectomy in preference to sympathetic gangli- 
onectomy in the treatment of circulatory dis- 


turbances of the lower limbs because of the high 
mortality and the uncertainty of the results of the 
Brrp-Acosta, M.D. 


latter. I. 
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BLOOD; TRANSFUSION 


Scheurer-Waldheim, F.: The Results and Ex- 
periences in 500 Blood Transfusions (Ergebnisse 
und Erfahrungen bei 500 Bluttransfusionen). 
Deutsche Zischr. f. Chir., 1933, ccxli, 332. 


The author describes the technique used for blood 
transfusion in the Surgical Clinic of the University 
of Graz. 

Every donor receives a certificate with a photo- 
graph, a duplicate of which is kept in the Clinic. 
After each transfusion the certificate of the owner is 
retained for six weeks. The Wassermann reaction is 
tested every six weeks, but the clinical examination 
is regarded as more important. Hypertonic in- 
dividuals belonging to Group o are good general 
donors because of the very low agglutinin content of 
their serum. The affected arm of the donor must be 
immobilized for at least twenty-four hours, as other- 
wise thromboses may develop readily. The donor 
is paid. 

The determination of the blood grouping is made 
by the glass-slide method and the hemotest. Al- 
though it is not a question of mass examinations, 
errors have occurred repeatedly. Two blood trans- 
fusions were fatal because of group weakening or 
failure of the hemotest. Previous to the transfusion 
a repeated test and an Oehlecker biological test are 
always necessary. In fact, the author demands for 
the donor an examination of the erythrocytes with a 
hemotest and testing of the serum with test blood 
corpuscles. For the recipient the hemotest slide 
examination is sufficient. In a few instances unfavor- 
able reactions have occurred after transfusion, but 
care is necessary in their interpretation. Blood 
transfusion is contra-indicated in all cases of ne- 
phritis (1 fatality). It is known that exsanguinated 
individuals sometimes cannot tolerate large amounts 
of blood. In the case of one such patient severe 
cardiac collapse with chills occurred. A shock-like 
condition occurred in 2 of the cases reviewed, chills 
immediately after the transfusion in 4, an urticaria- 
like exanthem in 3, and an increase in the tempera- 
ture on the following day in 3. However, all of these 
complications ran a harmless course. The author 
calls attention to the fact that many of the reported 
serious reactions which might discredit the procedure 
will not withstand critical judgment. 

In the Surgical Clinic of the University of Graz 
transfusions have been given in 468 homologous 
groups and 34 heterologous groups. Of 13 un- 
favorable reactions, 5 occurred in the heterologous 
groups. 

The Percy procedure was used in 491 cases and 
the Oehlecker method in only 9. The biological 
preliminary test may, nevertheless, be done without 
hesitation. If the donor has well-filled veins the 
venepuncture is done only with Ainit needles. How- 
ever, the vein of the recipient is exposed. 

* In the 403 transfusions which are described in 
detail, complete coagulation occurred 3 times. Very 
small coagula remain in the efferent opening, but the 
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remaining blood may be transferred to another Percy 
flask and used. The patients belonged to the follow- 
ing blood groups: Group o, 151; Group B, 47; and 
Group AB, 12. A tendency of certain blood groups 
to be associated with certain diseases could not be 
demonstrated. The indications for the transfusions 
were as follows: 

1. Acute loss of blood due to injuries and spon- 
taneous hemorrhages. Of 28 patients who were 
given 33 transfusions, 20 were cured. It was possible 
also to stop the source of the bleeding. In many of 
these cases the transfusion undoubtedly saved life. 
In every case it was followed: by improvement. 

2. Postoperative hemorrhages. Twenty-six trans- 
fusions were given to 23 patients with successful 
results. 

3. Hemorrhages from ulcer and carcinoma. Of 
60 patients given 72 transfusions, 41, who were given 
47 transfusions, showed such marked improvement 
that they could be operated upon from four to 
twenty-one days later. In the cases of 10 patients 
who were given 15 transfusions the results were so 
excellent that operation was not necessary. 

4. Hemorrhages from the intestines, urogenital! 
organs, or lungs. The source of these spontaneous 
hemorrhages is often at first doubtful. In the cases 
in this group transfusion gave good results. Patients 
with hemorrhages from carcinoma of the intestines, 
carcinoma of the bladder, hypernephroma, the 
prostate, and ulcerating colitis could be treated 
symptomatically and some of them could be operated 
upon successfully later. One case of severe hemop 
tysis, 2 cases of severe epistaxis, and 5 cases of 
hemophilic joint hemorrhages were cured. In the 
cases of 4 hemophiliacs the transfusion was life 
saving. 

5. Cholemic hemorrhages. In contrast to 
Melchior, Moritsch, and Wittmann, the Graz Clinic 
obtained good results from pre-operative and post 
operative transfusions in cases of cholemic hemor 
rhages. Repeated large transfusions were given. 

6. Chronic loss of blood (secondary anemia). In 
cases of marked anemia only 1 transfusion of from 
200 to 300 c.cm. is at first indicated. It is of interest 
that 2 cases of severe dysentery with anemia were 
also treated successfully. 

7. Tumor cachexia. In cases of cachexia due to 
tumor the transfusions caused marked improvement 
in the general condition. In the cases of 13 patients 
they were given pre-operatively with an immediate 
good result. Transfusion with roentgen treatment 
had a remarkably beneficial effect, but transfusion 
without simultaneous roentgen therapy was without 
effect. 

8. Postoperative and posttraumatic shock. Al 
though in these conditions there is a loss of vascular 
tone due to the sympathetic nervous system, ex 
cellent results were obtained in 12 cases. 

9. Delayed convalescence. A good result wa: 
obtained in 25 cases. In 6 cases with uremia there 
was no result. Blood transfusion requires healthy 
kidneys. 
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10. Suppurative infections. Of 61 patients with 
a suppurative infection who were given 94 trans- 
fuions, 25 survived. Attention is called to the fact 
that patients in whom the focus could be attacked 
surgically had the more favorable prognosis. It is 
surprising that children with septic or infectious 
toxic processes responded better than adults. It is 
noteworthy also that general infections arising in 
the uterus with thrombophlebitis and pulmonary 
complications showed good results. Four of 8 
patients were given repeated large transfusions 
although hemolytic streptococci were present in the 
blood. Gangrenous cavities in the lung up to the 


size of an apple, and even gangrene of the entire 
right upper lobe healed without intervention. The 
author has found that the bactericidal index is 
markedly increased by transfusion with resulting 
immunity. However, the transfusion must be given, 


547 


not as a last resort, but as soon as possible after the 
onset of the condition. The Graz Clinic has made 
experiments with immunotransfusion in the stricter 
sense, that is, the transfusion of donor’s blood which 
has been actively immunized by culture of the ex- 
citant of the disease. No apparent result was noted. 
The author therefore does not share the unfavorable 
judgment of other investigators regarding trans- 
fusion in suppurative infection. 

11. Blood diseases. The chief blood disease 
coming up for consideration was pernicious anemia. 
In 17 patients given 25 blood transfusions for this 
condition the results were good but transitory. 

12. Miscellaneous conditions. A child with very 
severe burns and toxicosis was saved by 2 trans 
fusions. In a case of erythrodermia exfoliativa and 
2 cases of bronchial asthma transfusion had a 
transitory beneficial effect. FRANz (Z) 











OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Purks, W. K.: The Cause of Death of Patients with 
Organic Heart Disease Subjected to Surgical 
Operation. Ann. Int. Med., 1934, vii, 885. 


In this article 60 deaths following operation on 
494 patients with cardiac disease are compared with 
60 deaths following operation on 1,600 patients 
without evidence of cardiac disease. 

One-fourth of the deaths in the cases of cardiac 
disease were due to congestive heart failure, coro- 
nary occlusion, and cerebral accident, conditions 
which were not found in the patients without cardiac 
disease. 

Congestive heart failure was the cause of death 
in only 5 of the 494 cases, and 3 of these 5 were 
cases in which an operation was performed on the 
heart itself, a fact which would exclude them from 
consideration in the calculation of the general 
operative mortality. It is evident, therefore, that 
congestive heart failure is not a major hazard of 
operation on the well-treated cardiac patient. Its 
effect as a contributory cause of death is difficult to 
determine accurately. 

Along with infection, congestive heart failure was 
probably a factor responsible for the relatively 
greater incidence of fatal postoperative pulmonary 
infections in the cases of cardiac disease. In these 
cases the incidence of pulmonary infections was 4 
times as high as in the cases without cardiac disease. 

Death from coronary occlusion occurred in about 
2 per cent of the cases of cardiac disease, and fatal 
pulmonary embolism in a somewhat greater per- 
centage. 

In the presence of cardiac disease the liability to 
cerebral accident is somewhat increased by operation. 

Because of concurrent kidney damage, uremia 
is more frequent in cases of cardiac disease. 

In summarizing the author says that the cases of 
cardiac disease showed a greater operative mor- 
tality due to deaths from coronary occlusion and a 
greater incidence of fatal pulmonary complications, 
chiefly infection and embolism. 

Mary E. Martues, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Newell, E. D.: The Treatment of Sterile, Con- 
taminated, and Infected Wounds. South. M. 
J., 1934, XXVii, 53. 


Following a discussion of the various aspects of 
the treatment of sterile, contaminated, and infected 
wounds and his own experiences in wound treat- 
ment, the author draws the following conclusions: 
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1. A sterile wound that is not contaminated by 
infected tissue and secretions during operation 
usually remains sterile. Infection of such a wound is 
usually the fault of the surgeon. 

2. Contaminated wounds are ordinarily best made 
sterile by débridement and mechanical cleansing. 

3. Asa rule the Carrel-Dakin treatment is safest 
for massive contaminated wounds. 

4. In some cases of infection the use of Orr vase- 
lined gauze packs is very effective, simple, and 
economical. 

5. The Orr method with or without bacteriophage 
inoculation should be studied by all surgeons as it 
is a very valuable contribution to the treatment of 
contaminated and infected wounds. 

Joun H. Gartock, M.D. 


AN ZSTHESIA 


Leake, C. D.: The Réle of Pharmacology in the 
Development of Ideal Anesthesia. J. Am. M. 
Ass., 1934, Cii, I. 


The author urges more careful use by physicians 
and surgeons of the various sedatives, hypnotics, and 
anesthetics recommended to them by drug com- 
panies. He emphasizes that greater support of the 
Council on Pharmacy and Chemistry of the Amer- 
ican Medical Association is necessary. Unbiased 
clinical trial and careful evaluation of a drug accord- 
ing to biochemomorphological principles should be 
required before the drug is distributed to the public. 
A cardinal factor to be considered is the ratio of the 
toxicity of the drug to its efficiency as compared with 
drugs in common use for similar purposes. Other 
considerations are: (1) its possible harmful effects, 
(2) its mode of action, and (3) the reasonableness 
of substituting it for drugs already employed. 

In reviewing the latest advances in the search for 
an ideal general anesthetic, Leake discusses a new 
volatile compound called ‘divinyl oxide”’ which has 
the structural characteristics of ethylene and ether. 
It possesses many desirable properties as it is less 
irritating than ether, its anesthetic efficiency is much 
below its minimal lethal dose, it produces abdominal 
relaxation without causing intercostal paralysis, and 
the patient awakens from the anesthesia it induces 
with little nausea and vomiting. Undesirable 
properties are its high explosibility and the possibil 
ity of chemical decomposition with the production of 
formaldehyde and formic acid. 

In a search for an ideal anesthetic, Henderson 
discovered cyclopropane, a cyclohydrocarbon. Peo- 
ples has produced a halogenated unsaturated 
hydrocarbon, vinyl chloride, which has many of the 
desirable qualities of ethyl chloride. Both of these 
agents are still in the experimental stage. 














In the development of ideal anesthesia, technique 


will be a factor. The Waters carbon-dioxide filtra- 
tion technique is physiologically ideal. Other factors 
involved are the prevention of water and heat loss 
from the lungs, asphyxiation, anoxemia, and the 
accumulation of carbon dioxide. 

In discussing the pre-anesthetic and postanes- 
thetic care of patients the author points out the 
deficiencies of the use of morphine, atropin, and 
scopolamine, and the pre-anesthetic use of the 
barbiturates. He says that atropin favors post- 
operative intestinal stasis, and morphine causes 
stimulation of the central nervous system outlasting 
the obvious depression. He concludes that there can 
be no pre-anesthetic or postanesthetic routine; each 
patient must be treated individually. 

For infiltration and subarachnoid anesthesia he 
regards procain as best because of the wide margin of 
safety between its effective and toxic doses. He calls 
attention to the value of the use of barbitals for the 
prevention of toxicity from local anesthetics. 

In conclusion he says that for the evaluation of 
drugs the physician should rely on the findings of the 
Council on Pharmacy and Chemistry of the American 
Medical Association and the reports of university 
laboratories. BENJAMIN G. P. SHAFIROFF, M.D. 


Etherington-Wilson, W.: Intrathecal Nerve-Root 


Block. Some Contributions and a New Tech- 
nique. Proc. Roy. Soc. Med., Lond., 1934, xxvii, 
323. 


Mock spinal experiments with glass canals serv- 
ing as spinal cords are ideal for establishing the con- 
fidence and judgment required by the spinal anzs- 
thetist. In such experiments percaine stained with 
dye can be seen ascending in the vertical canal 
which contains a sugar-salt solution of the same 
density as cerebrospinal fluid (1.007). The spinal 
agent should always be of the same temperature as 
the fluid receiving it as otherwise it will tend to drop 
to the sacral canal. 

In the technique of inducing spinal anesthesia 
which is employed by the author the patient is 
given 1/too gr. of scopolamine one hour before the 
operation and 1/220 gr. half an hour after the first 
dose. Ten minutes before the injection of the anxs- 
thetic he is given 114 gr. of ephedrine. On the operat- 
ing table he is raised to the sitting position and the 
anesthetic is introduced into the spinal canal at the 
level of the third lumbar space. Ten cubic centi- 
meters of a 1:1,500 solution of percaine are injected 
over a period of fifteen seconds. On completion of 
the injection the patient is kept in the sitting posi- 
tion for twenty seconds and then placed in the dorsal 
position, first at a slope of 15 degrees for three 
minutes and then at a slope of 10 degrees for the 
duration of the operation. 

For operations on the perineum and limbs the 
zone of anesthesia is low, its upper boundary being 
the fifth lumbar nerve. For operations on the lower 
abdomen and pelvis, a middle zone of anesthesia 
bounded above by the tenth thoracic nerve is indi- 
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cated. For operations to be performed on the upper 
abdomen and lower thorax, the zone of anesthesia 
is high, its upper boundary being the fifth thoracic 
nerve. 

For low spinal anesthesia the author injects 
10.c.cm. of the 1:1,500 solution of percaine and keeps 
the patient in the upright position for twenty sec- 
onds. For medium spinal anesthesia he injects 
12 c.cm. of the solution and keeps the patient in the 
upright position for thirty seconds. For high spinal 
anesthesia he injects 15 c.cm. of the solution and 
keeps the patient in the upright position for forty 
seconds. 

Forty-six operations have been satisfactorily per- 
formed with this technique. 

BENJAMIN G. P. SHarirorr, M.D. 


Holtermann, C.: Evipan-Sodium Anesthesia: A 
Biological, Not Strictly Schematic Evipan- 
Sodium Dosage for Full Anzsthesia. The Use 
of Evipan Sodium for the Relief of Pain in 
Spontaneous Labor (Zur Evipan-Natrium Nar- 
kose: Biologische, nicht star: schematische Evipan- 
Natrium Dosierung zu: Vollnarkose; Evipan- 
Natrium Anwendung zur Schmerzlinderung bei der 
Spontangeburt). Muenchen. med. Wehnschr., 1933, 
ii, 1547. 

Evipan sodium is not an absolutely harmless 
anesthetic which can be employed for the induction 
of full anasthesia on every occasion. VParenchy- 
matous changes in the liver constitute a strict 
contra-indication to its use. Fatalities have fol- 
lowed evipan-sodium anesthesia even in cases in 
which the liver was normal. However, these were 
doubtless due in part to incorrect dosage. The dos- 
age is most important. The schemes of dosage based 
on age and body weight are not only unreliable, but 
dangerous. Because of variations in sensitiveness to 
evipan sodium of different individuals, there is no 
scheme of dosage that is entirely reliable. It is much 
better to establish the amount of evipan sodium 
necessary to induce non-wakable sleep, which is 
easily determinable for each individual, and then 
vary the additional dosage necessary to reach the 
tolerance dosage according to the expected duration 
of the operation. The onset of the state of non- 
wakable sleep is characterized by the onset of snor 
ing respiration, falling of the jaw, and muscular re- 
laxation. The additional dosage amounts to from 
one-half to one and a half times the sleeping dose. 
For interventions of short duration it is best to keep 
the additional dosage at the lower level. In more 
than 1,600 evipin-sodium anesthesias for gyne- 
cological interver.tions of short duration, suflicient 
anesthesia was obtained in 85 per cent without 
serious accident except one death due to an un- 
recognized hepatosis. 

In obstetrics, the dosage is different. On the basis 
of more than 1,000 observations, the author recom- 
mends evipan-sodium anesthesia for the relief of 
pain in the passage of the head in spontaneous labor. 
In the first stage of labor evipan-sodium is contra- 
indicated. There is no clinical evidence of transition 
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of the evipan sodium to the child. The adminis- 
tration of from 2.5 to 4 c.cm. of evipan sodium pro- 
duces toward the end of the third stage of labor a 
wakable sleep with complete amnesia which has 
little effect on the birth processes and lasts for from 
ten to twenty minutes. For episiotomy and repair 
of the perineum the dose may sometimes be in- 
creased by from 2 to 4 c.cm. In order to exclude an 
unfavorable effect from this increased dosage on 
the stage of placental delivery, the author recom- 
mends the simultaneous intravenous administration 
of a preparation of posterior lobe of the pituitary 
gland with the evipan sodium. However, this should 
be done only when the labor can be terminated 
quickly. STUEBLER (G). 


Emmett, J. L.: Subarachnoid Injections of Pro- 
caine Hydrochloride. The Quantitative Effects 
of Clinical Doses on Sensory, Sympathetic, and 
Motor Nerves. J. Am. M. Ass., 1934, Cii, 425. 


The thirty-four patients whose cases are reported 
represented both sexes and a wide range of age. In 
the cases of thirty-one, spinal anwsthesia was in- 
duced with procaine hydrochloride, and in the case of 
one, spinal anesthesia was induced with pantocaine. 
In the cases of two general anesthesia was induced 
by inhalation. At short intervals thereafter de- 
terminations were made of the amount of block pro- 
duced in the sympathetic, sensory, and motor 
nerves by a wide range of doses and concentrations. 
These determinations are presented graphically and 
analyzed. 

The physiological sequence of nerve blocking in 
spinal anesthesia was found to be as follows: 
(1) sensory nerves, (2) sympathetic nerves, and 
(3) motor nerves. However, it is likely that the 
sympathetic nerves are the first to be blocked. As 
the means of measuring sympathetic block is neces- 
sarily indirect, depending on the rise of the surface 
temperature of the area supplied by the blocked 
nerves, delay is recorded after sensory block. The 
order of recovery is: (1) motor nerves, and (2) 
sensory and sympathetic nerves at about the same 
time. 

Fractional block is shown to be possible. The pro- 
duction of block of one system without block of 
another by variation of dose and concentration is 
feasible. Sixty milligrams of procaine in a concen- 
tration of from 1.5 to 2 per cent has been demon- 
strated adequate to produce a rise in cutaneous 
temperature to a level assumed at the present time 
to indicate complete vasodilatation. Complete 
anesthesia is not necessary to secure this vasodilata- 
tion. 

The time required to block all three types of 
nerves is discussed. A complete sensory effect is 
usually obtained in from four to eight minutes. For 
practical purposes an interval of thirty minutes 
after injection should be sufficient to produce a 
maximal rise in the surface temperature due to 
block of the sympathetic vasoconstrictor nerves. 
The time between the injection and the production of 
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motor block is variable, ranging from three to 
twenty-three minutes. All of these figures vary 
greatly according to the dosage and concentration 
used. 


Backer-Gréndahl, N.: Investigations on the 
Changes in the Spinal Fluid After Spinal 
Anzesthesia (Recherches sur les altérations dans 
le liquide rachidien aprés rachianesthésie). Acta 
chirurg. Scand., 1934, \xxii, 485. 

In 138 cases of operation performed under spina! 
anesthesia spinal punctures were done twenty-four, 
forty-eight, and seventy-two hours after the opera 
tion. At the end of twenty-four hours an increase 
in the cells of the spinal fluid was found in 65 per 
cent of the cases, but at the end of forty-eight and 
seventy-two hours an increase was apparent in only 
30 and 18 per cent respectively. In some of the 
cases the anesthetic was a 3 per cent solution of 
novocain in spinal fluid, and in others, the 1:1,500 
solution of percain in hypotonic salt solution recom 
mended by Jones. An increase in albumin and 
globulin was found in one-third of the cases, but 
slowly disappeared. An increase in the sugar content 
of the spinal fluid and blood was found in 69 per 
cent, but an increase in the sugar content of the 
spinal fluid alone in only 24 per cent. 

The largest number of cells was 1,950 per cubic 
millimeter. In 3 cases more than 500 cells per cubic 
millimeter were found. The number of cells was 
lowest in the cases in which percain was used. 

It was impossible to ascertain any relation be- 
tween the increase in the cells and the type of anes 
thetic used, the age of the patient, or the extent of 
the anesthesia. The frequency of headache de 
pends to only a minor degree on the increase in the 
cells. Only 1 of the 3 patients with a high cell count 
had headache. Neither was any relation found be- 
tween headache and an increase in the albumin, 
globulin, or sugar. 

The hemolytic power of the anesthetic differed in 
each case. No relation between it and the headache 
could be ascertained. 

The findings did not explain the occurrence or 
intensity of postanesthetic complaints. 


Goldschmidt, S., Ravdin, I. S., Lucke, B., Muller, 
G. P., and Others: Divinyl Ether: Experimental 
and Clinical Studies. J. Am. M. Ass., 1934, cii, 21 


Divinyl ether is an organic compound related to 
ethylene and ether. It is a volatile liquid which is 
inflammable and explosive. On exposure to light it 
decomposes into formic acid and formaldehyde. It 
has an ethereal odor. As prepared for anesthesia it 
contains absolute alcohol to prevent too rapid evapo 
ration and a substance to prevent chemical decom 
position. 

This article is based on 461 clinical cases 0! 
anesthesia induced with divinyl ether and studies o! 
the effect of the anesthetic on animals. More thai 
400 of the patients were anesthetized by the regula: 
hospital anesthetists. In 90 per cent of the cases thi 











open-drop method was used. In 1o per cent, the 
divinyl ether was employed in conjunction with 
nitrous oxide and oxygen. The ages of the patients 
ranged from five months to eighty-two years. Fifteen 
patients were under two years old and 12 were over 
sixty. The operations were those most frequently 
performed on a general surgical service. 

The first stage of anesthesia obtained with divinyl 
ether is very short. Consciousness is lost after the 
first few inhalations. There follows then a light 
stage of surgical anesthesia in which a rhythmical 
oscillation of the eyeballs occurs. Complete surgical 
relaxation is obtained which permits surgical pro- 
cedures that are not excessively prolonged. The 
excitatory or second stage occurred in only 2 per cent 
of the cases reviewed. The average time required for 
relaxation for laparotomy was about three and a half 
minutes. Of the 461 anesthesias, only 2 were followed 
by respiratory complications. In the majority of the 
cases a mucus discharge occurs during the adminis- 
tration of the anesthetic and ceases as soon as the 
administration is stopped. 

Cyanosis occurred in only 9 of the cases reviewed. 
In 461 cases the drop in the blood pressure during the 
anesthesia was less than 10 per cent of the pre- 
anesthesia level. The anesthetic was used in all 
types of cardiac disease without deleterious effect. 
It was safely administered for a period of two hours 
and fifty-one minutes. The amount of divinyl ether 
used was about 2 c.cm. per minute. Recovery from 
the anesthesia was rapid, occurring in from thirty 
seconds to five minutes. In a case of radical mastec- 
tomy with a duration of one hour and twenty 
minutes, recovery occurred in twenty seconds. 
Postanesthetic vomiting occurred in only 9.5 per 
cent of the cases. Repeated urinalysis failed to show 
either renal or hepatic damage due to the anesthetic. 
In third-stage anesthesia the average content of 
divinyl ether in the peripheral blood was 18 mgm. 
per 100 c.cm. as compared with 132 mgm. of di-ethyl 
ether in the peripheral blood of a patient in the same 
state of anesthesia induced with the latter anes- 
thetic. 

Experimentally it was found that death caused by 
divinyl ether poisoning is usually due to respiratory 
failure. Artificial resuscitation was effected quickly 
in all cases. Pathological investigation showed the 
liver to be the only organ susceptible to the anes- 
thetic. The type of damage was a central lobular 
necrosis similar to that caused by chloroform poison- 
ing. This resulted only in dogs anesthetized for a 
prolonged period. No liver damage was caused in 
monkeys anesthetized under similar conditions. 

In conclusion the authors state that, according to 
their experience, divinyl ether induces rapidly and 
maintains evenly a surgical anesthesia with good 
relaxation from which the patient recovers quickly. 
It causes no untoward effects on the blood pressure 
or respiration and its use is followed relatively very 
seldom by excitement or postanasthetic vomiting or 
respiratory complications. 

BENJAMIN G. P. SHArrrorr, M.D. 


SURGICAL TECHNIQUE 


Stimpfl, A.: Is Intravenous Evipan Narcosis Safe? 
(Ist die intravenoese Evipannarkose ungefaehrlich?) 
Muenchen. med. Wcehuschr., 1933, ii, 1420. 


As in the use of all other anesthetics, there is a 
certain amount of danger in the use of evipan sodium 
which must be recognized to be avoided. The author 
discusses the question as to where the disturbances 
sometimes associated with evipan-sodium narcosis 
arise and whether they can be ascribed to the evipan 
itself. Among the local disturbances are thromboses 
at the site of the injection. In the author’s material 
at the Tuebingen Gynecological Clinic thromboses 
have not been observed. ‘The author therefore be- 
lieves that the use of evipan sodium is associated 
with less danger of this complication than the use 
of other anesthetics which have been injected intra- 
venously for a long time without thought of this 
sequela. With regard to the respiratory and cir- 
culatory disturbances recorded in the literature, 
Stimpfl says that the doses given in the cases re- 
ported were as a rule relatively too high and the 
complication might have been avoided by a dosage 
adapted to the individual case. These disturbances 
may usually be controlled quickly by coramin, 
lobelin, cardiazol, carbon dioxide, and _ artificial 
respiration. 

Eleven cases in which death occurred during 
evipan narcosis are reviewed. In these cases also 
the principal factor was overdosage, especially in 
the presence of sepsis and severe general organic 
disease. 

As the impression was gained that certain disease 
conditions predispose to complications, an attempt 
was made to determine the contra-indications to 
the use of evipan narcosis. Special attention was 
paid to liver injuries, the supposition being that the 
drug is broken down chiefly in the liver. Heart 
injuries and abdominal diseases with involvement 
of the peritoneum, sepsis, severe cachexia, and 
affections of the thyroid gland particularly predis- 
pose to unfavorable reactions. In most cases of 
complications, however, a marked circulatory in- 
sufficiency was probably present, the patient being 
therefore already unequal to the demands of 
evipan-sodium narcosis. A marked fall in the blood 
pressure was noted repeatedly and may have played 
an important réle. However, in spite of all of these 
severe disturbances, no absolute contra-indication 
to the use of evipan sodium, especially for brief and 
induction narcosis, is recognized. Reduction of the 
procedure to a rigid formula will lead to disastrous 
results. 

Dosage tables are only approximate. The amount 
of the evipan sodium solution necessary for com- 
plete narcosis can be estimated only during the 
injection. The most important criteria are dropping 
of the lower jaw and the onset of deep snoring 
respiration. When these are noted, 2 or 3 c.cm. more 
will usually be sufficient. The less the patient re- 
quires up to this stage, the less the additional 
amount to be injected. The injection must not be 
given too rapidly. 








The author concludes that when used for a brief 
or induction narcosis and administered slowly with 
constant observation of the patient and according 
to the requirements of the particular case, evipan 


sodium is relatively safe. 


Moller, K. O.: Percain Anzsthesia. A Review of 
the Use of Percain for Local Anesthesia, with 
Considerations Regarding the Maximal Thera- 
peutic Dose Based on the Known Cases of 
Poisoning. (Percainanaesthesie. Uebersicht ueber 
die Verwendung des Mittels zur oertlichen Betaeu- 
bung nebst Ueberlegungen ueber die “‘groesste thera- 
peutische Dosis” auf Grund der bisher bekannt 
gewordenen Vergiftungsfaelle). /osp.-tid., 1933, p. 
853. 


F. Bove (Z). 


Like novocain, percain produces a_ prolonged 
anesthetic effect and a still longer hypasthesia. In 
addition, it has a definite superficial anesthetic ef- 
fect. A disadvantage is that it is one of the most 
toxic of local anesthetics, being from two to three 
times more toxic than cocain and from fifteen to 
thirty times more toxic than novocain. On mucous 
membranes, percain is about ten times as effective, 
and on the cornea it is about thirty times as effective, 
as novocain although it is only about two or three 
times more toxic than the latter. It is easily dis- 
solved in water. Solutions prepared with salt solu- 
tion are stable and may be sterilized repeatedly by 
boiling. It is an alkaloidal salt which, with an al- 
kaline reaction, changes into the only slightly water- 
soluble alkaloid percainum basicum. 

Forinfiltration anesthesia, a 0.05 per cent solution, 
preferably with the addition of adrenalin, is em- 
ployed. For nerve-block anesthesia, a o.1 per cent 
solution, which is equivalent to a 1 per cent solution 
of novocain, is used. Adrenalin should always be 
added as it considerably reduces the toxicity of the 
percain. The anesthesia lasts for from three to five 
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hours and the hypesthesia for from six to ten hours. 
Anesthesia begins in from five to ten minutes after 
the injection. Potassium sulphate seems to increase 
the effect. Experience has demonstrated that per- 
cain is excellent for lumbar anesthesia. For this 
type of anesthesia from 6 to 10 mgm. are employed. 
The anesthesia begins from ten to twenty-five 
minutes after the injection and lasts for from three 
to four hours. It is followed by a long period of 
hypesthesia. As early as from one and a half to two 
hours after laparotomy strong bowel peristalsis sets 
in. For sacral and parasacral anesthesia from 40 
to 60 mgm. should be employed. For uterine 
anesthesia, 30 mgm. are injected into the para- 
metrium. For abdominal cavity anesthesia percain 
is more satisfactory than novocain on account of its 
surface action. Cystoscopic examinations and other 
vesical or ureteral procedures may be undertaken 
without causing pain after the injection of from 30 to 
40 mgm. of percain solution with the addition of 
adrenalin. In dermatology, percain is used quite 
frequently to relieve the pain of ulcus cruris and 
fissures. Combined with menthol, it completely re 
lieves itching for a long time in such conditions as 
pruritus of the anus and vulva and eczema. For 
these, it is employed in ointments. 

The reported cases of percain poisoning are dis- 
cussed. The poisoning is manifested usually by 
clonic, and less frequently by tonic, convulsions, 
especially of the limbs and masseters. Occasionally 
it is accompanied by opisthotonus. Respiratory dis- 
turbances with deep cyanosis are typical phenomena. 
Death occurs from respiratory paralysis. The parts 
of the body in which the use of percain seems to 
be most dangerous are the head, neck, and genital 
region. The maximal therapeutic dose without the 
addition of adrenalin is probably 1 mgm. per kilc- 
gram of body weight. HAAGEN (Z). 

















RADIUM 


Quimby, E. H.: The Determination of Dosage for 
Long Radium or Radon Needles. Am. J. 
Roentgenol., 1934, XXXi, 74. 


Since it is necessary to know the distribution of 
irradiation in the volume of tissue to be treated, 
methods for determining such information have been 
developed. Greater difficulties attend the obtaining 
of such information when interstitial sources of 
irradiation are used than when external methods are 
employed. Methods for determining dosages depend 
upon direct measurements with the use of small 
ionization chambers, as has been done by Stahel and 
Mayneord. 

The author’s information has been obtained by 
correlating the results of biological and chemical ex- 
periments. The determinations were arrived at by 
the formation of necrosis in rabbit muscle, the 
production of erythema on human skin, and the 
bleaching of butter. The results thus obtained 
agreed very closely with those obtained by the 
ionization measurements. Previous work was done, 
for the most part, on tubes not over 2.5 cm. long. 
The object of this work was to obtain data from 
radium containers of greater lengths. Determina- 
tions of irradiation from a radium tube in air have 
been made. If the tubes were placed in water or 
tissue, the intensity of irradiation differed from that 
in air because the absorption of irradiation by the 
intervening matter decreased the irradiation and 
because the scattering from the surrounding matter 
increased it. The comparison of the calculated field 
for a tube 2.0 cm. long and the experimentally deter- 
mined field for the same tube in water or tissue 
agreed throughout surprisingly well. The com- 
parisons are illustrated by a figure. A table showing 
a comparison between the calculated data and the 
average of the experimental results demonstrates 
that up to a distance of 2 cm. there are no variations 
as great as 10 per cent. Beyond this point the ex- 
perimental values become increasingly larger than 
the calculated values until, at a distance of 4 cm., a 
discrepancy of 25 per cent is reached. Thus far the 
experimental values were obtained entirely from the 
bleaching of butter. The technique of determining the 
intensities photographically and by ionization is 
described. On the basis of a comparison between 
calculated and experimental data for 1.5- and 
2.0-cm. implants, it was assumed that the calculated 
data for longer implants would be accurate enough 
for the first approximation to the distribution in 
tissue. 

Charts are given showing intensities for increasing 
numbers of needles 1.5, 2.0, and 3.0cm. apart. ‘These 
charts or the curves constructed from them may be 
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used to map the field around any combination of 
needles. Figures for 4.0- and 6.0-cm. needles show 
the variations in intensity with variations in the 
number and spacing. Planes perpendicular to the 
needles at their centers and at their ends are shown. 
Isodoses taper toward the ends of the needles. 
These figures and curves show the minimum dose 
delivered within the volume irradiated, which is 
considered extremely important. As has been 
shown previously, the erythema dose from a point 
source at a distance of 1.0 cm. is approximately 100 
me.-hr. Thus these data are taken as an arbitrary 
erythema dose. In the charts the numbers represent 
percentages of this dose; therefore, the percentages 
of 100 mc.-hr. at 1.0-cm. distance. Hypothetical 
cases are discussed. With this type of irradiation it 
is necessary to know what constitutes the necrosing 
dose. In experiments on rabbits it was determined 
that 20 erythema doses produce complete necrosis. 
In the hypothetical cases the area is shown which 
would receive 20 erythema doses and therefore would 
undergo necrosis. 

The efficiency of various spacings and the most 
economical arrangement indicated for the delivery 
of adequate irradiation within a given area are dis- 
cussed. Thus far the findings indicate that any mass 
of tissue not more than 3.0 or 4.0 cm. in thickness 
may be adequately irradiated by a series of needles 
distributed in its central plane parallel to one an- 
other and not too widely separated. In very thick 
lesions the irradiation required per needle would 
become so large that grave overdosing with conse- 
quent necrosis would occur in the central portion of 
the mass. In such cases it becomes necessary to use 
two or more planes of needles in parallel lines. ‘The 
author gives figures showing intensities in various 
planes with the use of different arrangements of ten 
6.0o-cm. needles. The effects of different spacings and 
distances of 2.0, 3.0, and 4.0 cm. between planes are 
shown. In general, the needles in a plane should be 
spaced about as far apart as the distances between 
two planes of needles. If it seems advisable to 
irradiate the margins of the mass more strongly than 
the center, the needles should be closer together than 
the distance between the planes. 

The number of erythema doses delivered by a cer 
tain number of millicurie hours with a certain ar 
rangement and, conversely, the number of millicurie 
hours required to deliver a desired number of 
erythema doses with the same arrangement are re 
ported. The article includes charts and figures for 
these computations. Various individual instances 
with arrangements of needles as carefully com 
putated are discussed. Dosage tables are given for 
needles from 4.0 to 8.0 cm. in length. Doses for 
specified points in a plane perpendicular to the plane 





554 


of the needles and three-fourths of the distance from 
the center to the ends are given for needles 2.0 cm. 
apart, 100 mg.-hr. per needle, and again with two 
planes of parallel needles. From this table it is 
possible to estimate the minimum dose delivered 
within a volume of tissue by a given number of 
millicurie hours or to determine how many millicurie 
hours should be given to deliver the desired dosage. 
The placing of the series of parallel needles outside 
and inside of the tumor is discussed. No one method 
seems to have outstanding advantages over the 
others. The problem is to give the minimum dosage 
of irradiation required with minimal necrosis. 

The technique of the treatment of carcinoma of the 
breast by Keynes is taken up and computated by 
means of the tables. The primary growth under 
Keynes’ technique received from 64 to 714 erythe- 
ma doses; the pectoralis major, 4 erythema doses; 
the axilla, 4'4 erythema doses; and the infra- 
clavicular and supraclavicular regions, 5 erythema 
doses. A minimum of 2 erythema doses was given 
midway between the members of each pair of needles 
in the intercostal spaces. Therefore, under Keynes’ 
treatment the primary growth and its surrounding 
tissues receive from 6 to 8 erythema doses and the 
pre-drainage areas from 4 to 5 erythema doses as a 
minimum. 

In summarizing, the author states that the cal- 
culated and experimental data regarding the dis- 
tribution of irradiation around certain radium 
needles agree. The distribution of irradiation around 
single needles 4.0, 6.0, and 8.0 cm. in length and 
around certain typical groups of these needles is 
shown by charts. When a series of needles are placed 
in a plane parallel with one another and uniformly 
spaced, the addition of needles at one end of the 
series has very little effect on the dose at the other 
end. This statement applies also to groups of 
needles several centimeters from each other. 
“Threshold erythema”’ is taken as a unit of tissue 
dosage. To produce complete necrosis in rabbit 
muscle 20 erythema doses are required. The same 
total of milligram hours produces practically the 
same amount of necrosis whether few or many 
needles are used. 

The proper spacing of needles is discussed. For a 
single series of parallel needles, distances of 1.5 and 
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2.0 cm. are recommended. In two series in parallel 
planes the needles should never be placed farther 
apart than the distance between the planes. Needles 
should always be longer than the lesion. Since the 
number of millicurie hours required to deliver a 
specified minimum dose produces about the same 
amount of necrosis when delivered by any practical 
arrangement of needles, the arrangement of the 
needles may be determined by deciding: (1) whether 
it is desirable to avoid trauma by putting the needles 
in normal tissue; (2) whether it is desirable to avoid 
the production of necrosis in normal tissue by putting 
the needles in the lesion; and (3) whether or not the 
periphery of the lesion and the normal tissue beyond 
it should receive much heavier irradiation than the 
interior of the mass. The article contains tables 
showing practical arrangements of needles by which 
tissue dosage indicated in specified cases may be 
determined. 

In the discussion of this report CUTLER asked if 
the mention of 5 or 10 erythema doses meant the 
amount of irradiation received by the entire tumor 
mass. Mrs. Quimby answered that it meant that 
every point received that much and no point received 
less. Cutler stressed the necessity of sterilizing the 
periphery of the lesion without over-irradiation 
causing necrosis of the central portions of the tumor 
masses. 

SANTE suggested the use of stronger sources 
around the periphery and weaker sources in the 
central portion. 

QuIMBY, in closing the discussion, stated that it is 
impossible to deliver homogeneous irradiation 
throughout the entire mass by interstitial irradia- 
tion. Her terms refer to minimum dosage delivered 
within a specified region since that is the dosage 
which determines whether or not all of the malignant 
tissue is destroyed. When it is desired to irradiate 
the periphery to a greater extent than the central 
portion, the dosage required can be ascertained by 
consulting the tables. Quimby said that she did not 
presume to specify dosage as that is the function of 
the clinician. However, when the dosage has been 
decided upon, the information contained in the re 
port will enable the clinician to deliver the desired 
dosage in the most efficient manner. 

A, James Larkin, M.D. 











CLINICAL ENTITIES GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Moore, H., O’Farrell, W. R., Moriarty, M. A., and 
Cremin, W.: Ultimate History of a Case of 
Acute Spontaneous Hypoglycemia. Brit. M.J., 
1934, i, 227. 

The patient whose case is reported was a woman 
twenty-seven years of age. When she was first seen 
she was in coma and the sugar content of the blood 
was 35 mgm. per 100 c.cm. Recovery followed the 
intravenous injection of glucose. The acute hypo- 
glycemia was associated with ‘“amylaceous dys- 
pepsia.”” This also was treated with a successful 
result. A mild continuous hypoglycemia persisted, 
the blood-sugar content ranging from 62 to 78 mgm. 
per 100 ¢c.cm. 

About two and a half years later the patient be- 
came comatose for about two hours, but recovered 
without treatment. Three and a half years later she 
was re-admitted to the hospital in a comatose con- 
dition and died. At that time the blood sugar was 
66 mgm. per 100 c.cm. and there was no clinical 
improvement after glucose therapy. 

Autopsy disclosed slight congestion of the liver and 
bronchopneumonia. The results of biochemical 
analyses of the liver for glucose and total carbo- 
hydrate suggested that the liver was poor in glycogen 
before death. 

The cause of the acute and chronic hypoglycemia 
was not determined. Hyperinsulinism was con- 
sidered, but there was very little evidence in favor of 
this diagnosis. Howarn L. Att, M.D. 


Moore, H., O’Farrell, W. R., and Headon, M. F.: 
Spontaneous Hypoglycemia with Hepatitis. 
Brit. M. J., 1934, i, 225. 


Up to 1931, twenty-four cases of acute spontane- 
ous hypoglycemia were reported. Since then several 
others have been added. The authors report a case 
of the condition, discuss the pathogenesis, and con- 
sider the relation to it of such factors as insulin, 
adrenalin, pituitrin, hyperthyroidism, and_hor- 
mones of the ductless glands. They present evidence 
indicating that hepatic disease may produce hy- 
poglycemia by interfering with the glycogenic 
function of the liver. 

The case reported was that of a woman forty years 
of age who was admitted to the hospital in a coma- 
tose state. After the blood-sugar content of 29 mgm. 
per 1oo c.cm. had been increased by intravenous 
glucose therapy, she regained consciousness. Later 
she became comatose again and died in spite of a 
normal blood-sugar content. Postmortem examina- 
tion revealed changes in the liver of the nature of a 
subacute parenchymatous hepatitis. 
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Analogies are drawn between this case and the 
hypoglycemia of hepatectomized dogs reported by 
Mann and Magath. The authors believe that 
functional hyperinsulinism may be a cause of 
hypoglycemia, but conclude that in the case they 
report the parenchymatous disease of the liver was 
probably responsible. Howarp L. Att, M.D. 


Balado, M., Puiggari, M. I., and Alvarado, E. G.: 
Familial Pseudo-Acromegalic Disease of the 
Skin and Bones ([nfermedad osteocutdnea familiar 
pseudo-acromegalica). Arch. argeit. de neurol., 1933, 
1x, OI. 

The authors report the occurrence of pseudo- 
acromegalic disease of the skin and bones in two 
brothers. A third brother had died of colitis after 
having had the same disease for several years. The 
father and mother were first cousins. The father had 
had syphilis, but the two brothers had a negative 
Wassermann reaction and the histological picture 
of their skin lesions was not that of syphilis. The 
disease was characterized by thickening, wrinkling, 
and shiny redness of the skin which began on the 
forehead and extended to the rest of the face. In 
addition to the subacute inflammatory infiltration 
of the dermis which caused this appearance there was 
hypertrophy of the sebaceous glands. The usual 
chronic inflammations of the skin such as tuber- 
culosis, syphilis, and leprosy could be excluded, al- 
though in the beginning the condition somewhat 
resembled leprosy. 

Roentgen examination showed enlargement and 
clubbing of the ends of the fingers. There were no 
marked changes of the sella turcica. The anterior 
and posterior clinoid processes were somewhat 
thickened, and the bones of the skull seemed to be 
thicker than normal, but the maxillary bones were 
not enlarged. 

The disease began when the patients were be- 
tween twenty and thirty years of age and had been 
developing for years. Apparently it was caused by 
hyperfunction of the hypophysis. 

Roentgen treatment cured the inflammatory in 
filtration of the skin, but had no effect on the 
hypertrophied sebaceous glands. 

AupREY Goss) Morcan, M.D. 

Lahey, F. H., and Eckerson, E. B.: Presacral 

Dermoids. Am. J. Surg., 1934, xxiii, 30. 


Teratomata and dermoids are produced by the 
complicated embryological development in the 
formation of the rectum, anus, and caudal end of 
the spinal cord and its appendages. These tumors 
occur either in front of, or behind, the sacrum and 
coccyx. Most of the sinuses and cysts are located 
posteriorly, where they are known as “pilonidal 
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sinuses.”’ The presacral tumors have no connection 
with bone or the rectum except through pressure. 
They are more common than is generally believed. 

The presacral tumors are manifested by a draining 
sinus at the tip of the coccyx or between the anus and 
the coccyx, pain due to pressure on the rectum or 
pelvic nerves, and interference with the action of the 
lower bowel. They are lined with epithelium which 
is constantly excreting and undergoing desquama- 
tion. They can be cured only by radical extirpation. 
In three cases reported by the authors the tumor 
was approached posteriorly by removal of the coccyx 
and the wound treated as in perineal resection of the 
rectum. A presacral dermoid should be suspected in 
the cases of patients with sinuses and abscesses about 
the anus who have been subjected to repeated 


operations. GrorceE A. Cotter, M.D. 
Schreiner, B. F., and Wehr, W. H.: Primary 
Malignant Tumors of the Foot: A Report of 


Thirty-Seven Cases. Radiology, 1933, xxi, 513. 


The 37 malignant tumors of the foot reported by 
the authors were found among 10,459 cases of 
malignant disease observed in a period of nineteen 
years. Seventeen were melanomata, 10 of which were 
far advanced. Treatment of these cases is un- 
satisfactory. The tumor must be treated early and 
radically. 

Pigmented nevi should also be dealt with rad- 
ically. 

Of 8 squamous-cell carcinomata, 2 occurred at a 
site where calluses had been treated by X-ray 
irradiation several years previously. Treatment of 
plantar warts by irradiation must not be overdone. 
Squamous-cell carcinoma can be healed if treated by 
irradiation early. When the lesion is extensive, 
amputation is the treatment of choice. 

The tumors reviewed included also 4 bone sar- 
comata, 1 adenocarcinoma, and 1 basal-cell epi- 
thelioma. Harry C. SALtzsTEtn, M.D. 


Schreiner, B. F.: Squamous-Cell Carcinoma of the 
Skin. Am. J. Cancer, 1933, xix, 829. 


Two hundred and twenty-seven cases of squamous- 
cell cancer of the skin (acanthoma) which were 
treated prior to 1927 are reviewed. In 14, both types 
of epithelioma (pearl and basal-cell) were present in 
one lesion. A history of injury was given in 39 cases 
and a family history of cancer in 27. One hundred 
and fifty-six of the patients were males. A large 
proportion of the patients were engaged in occupa- 
tions which exposed them to inclement weather. 

The cases are divided into 2 groups, those with, 
and those without, involvement of bone, cartilage, 
tendons, or lymph glands. 

The 156 cases in Group 1, those without involve- 
ment of bone, cartilage, tendons, or lymph glands, 
were treated by irradiation. Of the 104 patients who 
were followed up after five years, 57 (54.8 per cent) 
were living and well. Of 44 who died from the 
progress of the disease, 32 died within two years 
after the treatment. 
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Of the 71 cases of Group 2, surgery was used in 
those with involvement of bones, tendons, or ex- 
tremities and electrocoagulation in those with lesions 
of the face involving the cartilage of the eyelids or 
ears. Of 60 patients traced after five years, 4 (6.6 
per cent) were well. In the cases which were not 
completely healed irradiation was of great palliative 
value. Harry C. SALtTzstTEIn, M.D. 


MirjuScenko, N.: 
Skin 
Chir., 


Erysipeloid Carcinoma of the 
(Carcinoma erysipeloides cutis). Vestnik. 
1933, Ixxxv/Ixxxvi, 103. 

The author gives a brief review of the histological 
and clinical symptoms of the disease which Kuett- 
ner called “‘erysipelas carcinomatosum.” It appears 
that, to date, this condition has been observed only 
in carcinoma of the breast, in which it occurs either 
as an acute or a chronic skin infiltration resembling 
both erysipelas and an inflammatory carcinomatous 
invasion. 

In the case reported by the author the lesion was 
located in the chest, but apparently did not arise in 
the mammary glands. The patient was a man forty 
years of age who, three months previously, noticed a 
small, infiltrated red spot in the left axilla. Follow- 
ing the application of ichthyol compresses, the spot 
did not disappear but, instead, spread over the skin 
of the chest, where it formed sharply protruding 
zigzag edges. Both breast glands appeared normal. 
Biopsy revealed an infiltration of small cells and 
colonies of cancer cells located intracutaneously and 
subcutaneously. No primary tumor could be dis- 
covered in the lungs by X-ray examination or in the 
abdomen. Two series of X-ray irradiations were 
given. At the end of a year, examination revealed 
no inflammation and only a certain induration of the 
skin in the previously diseased area, and the pa- 
tient’s general condition was good. The author 
believes that this was a case of primary erysipeloid 
carcinoma of the skin. N. Petrov (Z). 


Cramer, W.: The Prevention of Cancer. Lancet, 


1934, CCXXVi, I. 

Cancer appears to be a mysterious disease because 
of its apparently capricious incidence. In the ma- 
jority of cases the reason why one of two individuals 
living under apparently the same conditions de- 
velops cancer while the other remains free from it re- 
mains unknown. Our ignorance on this point makes 
it impossible to prevent the disease. Consideration 
of experimental and statistical data leads to the con 
clusion that the incidence of cancer cannot be refer 
red to the operation of an extrinsic factor of chronic 
irritation alone, but must be due to the combination 
of such an extrinsic factor and an intrinsic factor of 
susceptibility. If the complex nature of the prob- 
lem is borne in mind, it becomes possible to attack 
the problem of the external conditions which lead 
to cancer in man at certain sites—those which are 
responsible for the greatest number of deaths from 
cancer. This requires a laborious clinical investiga- 


















tion of the history of the patients, but is the only 
possible way to the prevention of cancer. 

From the: point of view of the prevention of can- 
cer, the nature of the intimate cellular changes which 
transforms the normal cell into a malignant cell 
may be of much less importance than is generally 
believed. We are as yet ignorant of the nature of 
this change although in recent years, as a result of 
the experimental investigation of cancer, several 
possibilities have been suggested. However, even 
a knowledge of this change might not enable us 
to identify the external conditions which bring it 
about. 

The problem of the incidence and the prevention 
of cancer has now reached a point where it can be 
attacked by clinical investigations on man with a 
reasonable expectation of success. 

SAMUEL Kaun, M.D. 


DUCTLESS GLANDS 


Mimpriss, T. W., and Butler, R. W.: A Case of 
Hyperparathyroidism with Certain Unusual 
Features. Brit. J. Surg., 1934, xxi, 500. 


The authors report in considerable detail a case of 
hyperparathyroidism with an associated parathyroid 
tumor approximately 12 mm. in length embedded in 
the anterior surface of the thymus. The patient was a 
boy seventeen years of age. The symptoms were 
pain in the knees causing difficulty in walking, pain 
in the long bones brought on by pressure, general 
retardation of growth, and defective mentality. 

When the patient was first seen there was no 
evidence of kidney insufficiency, but this became 
marked later in the disease. The calcium content of 
the blood varied between 14 and 18 mgm., and the 
phosphorus content between 3 and 4 mgm. per 100 


c.cm. 
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X-ray examination of the bones revealed several 
areas of decreased density in the metaphyses similar 
to those of osteitis fibrosa and a well-defined trans- 
verse band of increased density in the metaphyses 
immediately adjacent to the epiphyseal line. The 
authors suggest that this band of increased density, 
which has not been previously described as a finding 
in hyperparathyroidism, may be associated with the 
presence of active epiphyseal growth. Most of the 
cases of hyperparathyroidism on record occurred 
between the ages of thirty and fifty-five years, when 
the epiphyseal lines were closed. 

Excision of the parathyroid tumor in the authors’ 
case was followed by complete recovery. Six months 
later, X-ray examination of the bones revealed no 
abnormalities, and the chemical character of the 
blood was normal. LesTeR R. Dracstept, M.D. 


Hinton, J. W., Morton, P. C., and Weeks, C.: Ex- 
perimental and Clinical Studies of the Rela- 
tionship of Thyroid Disease and Pancreatic 
Function. Ann. Surg., 1934, xcix, 126. 

The authors report a study of the production of 
colloid goiter in dogs by ligation of the pancreatic 
ducts. ‘his ligation is thought to influence protein 
digestion and hence the supply of tyrosine, it being 
assumed that thyroxin is formed from absorbed 
tyrosine. These theoretical considerations are dis- 
cussed and the technique of the ligation of the pan- 
creatic ducts is described. Histological sections of 
dog thyroids before and three months after the 
ligation are shown. Some increase in colloid was 
evident. Thyroxin decreases colloid, and iodine in 
creases it further. Determinations of tyrosine and 
tyramine in the blood of patients with low normal 
and high metabolic rates showed a parallel increase 
of values with an increase in the metabolic rate. 

PauL Starr, M.D. 
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